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In recent years the promotion of safe sex practices has been expedited. Policies on safe sex have 
supported services and programmes to curb the spread of sexually transmitted infections (STIs), the 
Human Immunodeficiency Virus (HIV) and other related health issues that have resulted in death or 
chronic illness. This increasing focus on safe sex practices has facilitated people’s access to 
information on their STI or HIV status and has improved the availability of treatment and 
comprehensive, long-term care. 
However, despite these measures, many countries in Southern Africa continue to record increasing 
numbers of HIV and STI infection. Students at higher educational institutions are particularly 
vulnerable to HIV and STIs due to their supposed risky sexual behaviours. Research into awareness 
and attitudes towards safe sex practices and services is essential in order to better understand the 
dynamics of the rising STI and HIV infection rates. 
This study explores the University of Johannesburg postgraduate students’ perceptions and awareness 
of safe sex practices and services. Using a qualitative approach, the study adopted two research 
designs, namely, exploratory and descriptive. Data was collected through semi-structured, individual 
interviews with eight participants. The data was then analysed through thematic content analysis. 
Sexual script theory was used as a theoretical framework to interpret the research findings. 
The findings revealed multiple narratives from the participants on their perceptions and awareness of 
safe sex practices and services. In particular, the findings revealed that students’ perceptions and 
awareness of safe sex practices was limited to male condom use. The participants also offered 
suggestions on possible intervention strategies. 
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Chapter 1. Overview of the Study 
1.1. Introduction and background to the study 
The spread of sexually transmitted infections (STIs), including HIV (Human Immunodeficiency 
Virus), affects everyone, and in the circumstances of this research, predominantly sexually active 
young people. Causes ascribed to the spread of STIs and HIV are complex; however, risky sexual 
behaviour patterns are a key component of the spread of these diseases (Stephenson, White, Darbes, 
Hoff & Sullivan, 2015). Research on this subject has revealed that information about behaviour, 
knowledge and attitude is essential for young people to better understand the dynamics of the STI 
epidemic (Ligege, 2016). 
University students are often viewed as role models for high school students in terms of positive 
health-related practices (Addoh, Sng, & Loprinzi, 2017). This is due to the assumption that they are 
more knowledgeable about the transmission and prevention of diseases such as STIs. Unfortunately, 
studies conducted among undergraduates reveal a discrepancy between students’ knowledge of STIs 
and reducing chances of infection (Ligege, 2016). In a study of college students in Nigeria, Bayode 
(2009) found that despite knowing safe sex practices, students failed to practice safe sex, leading to 
an increase in unwanted pregnancies and STIs.  
 
Research shows that attitude and knowledge towards safe sex practices and services could reduce 
the risks of STIs (Mphil & Mphil, 2014). This study focuses on postgraduate students at a major 
South African university to determine availability and access to services as well as the knowledge, 
attitudes and practices of safe sex by students. 
  
1.2. Problem statement 
 In South Africa, the increase in the spread of HIV and STIs remains an issue of concern to many 
people. As noted by Francis and DePalma (2014), South Africa has the highest number of HIV 
infected people in the world. Regardless of this state’s efforts to increase awareness of safe sex 
practices, research shows that the adoption of such practices continues to be poor.  
Over the past two decades, educational institutions have also intensified efforts to prevent STI 
infections amongst their student population; however, the epidemic continues to pose a serious 
challenge to students in South African universities. Research has identified young people (students) 
as a particularly high-risk or vulnerable group (Addoh et al., 2017). Awareness of safe sex services 
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and activities is an important tool in the fight against STI/HIV infection and the university is a better 
way of reaching this target population. The Higher Education and Training HIV and AIDS 
Programme (HEAIDS) was formed to decrease the spread of HIV and STIs infection in Tertiaries 
and to reduce its impact. (HEAIDS, 2015) which should be implemented by examining students’ 
behaviours, knowledge and attitudes at various institutions to obtain baseline measures in these 
areas. Maharaj and Cleland (2011) contend that to encourage positive behavioural change, 
interventions should promote students’ positive views. 
 In the light of the above, the University of Johannesburg’s (UJ) Institutional Office for HIV and 
AIDS (IOHA) has been tasked with promoting such awareness, as set out in the HEAIDS 
Programme (2012 & 2014). Thus, IOHA conducted an initial study on condom usage amongst 191 
students (Ligege, 2016). Their findings revealed that there was a lack of new literacy and awareness 
of safe sex practices at the university. As a result, the researcher has realised the need for more in-
depth research on UJ students’ perceptions and awareness in this field. The problem statement of 
this study can, therefore, be formulated as follows: To explore the knowledge of safe sex services 
and awareness of safe sex practices of postgraduate students at the University of Johannesburg.  
This chapter orientates the reader by providing a background to the study, setting out the aim and 
objectives and providing an overview of the literature and methodology that is to follow in 
subsequent chapters. 
1.3. Aim and objectives of the study 
The aim of this study is to explore and describe the perceptions and awareness of University of 
Johannesburg postgraduate students’ perceptions and awareness of safe sex services and 
practices. The objectives can, therefore, be formulated as follows: 
1. To explore and describe UJ postgraduate students’ perceptions of the use of male and female 
condoms as safe sex practices; 
2. To explore and describe UJ postgraduate students’ perceptions and awareness of other safe 
sex practices; 
3. To explore and describe UJ postgraduate students’ perceptions and awareness of IOHA’s 
safe sex services and programmes; and 




1.4. Key concepts 
The concepts used extensively in this study are listed below: 
 
1. Condoms: According to Sanders, Yarber and Kaufman (2012), condoms are physical tools 
that are used to prevent the transmission of HIV and STIs. Two types of condoms, namely, 
male and female, are available to prevent the transmission of HIV and STIs. The male condom 
is made from polyurethane and latex. It is known as the external condom because it covers the 
penis during sexual intercourse. The female is made of the same material and is known as the 
internal condom which is also made from polyurethane plastic that is very clear (Crosby, 
2013). 
 
2. IOHA: The UJ Institutional Office for HIV and AIDS (IOHA) is a body which has been tasked 
with implementing wellness interventions that include awareness of HIV and AIDS programmes 
to staff members and students. 
 
3. Masturbation: Masturbation refers to the act of exciting the sexual organs by fondling, rubbing, 
pressing, stroking or other forms of manipulation that result in orgasm (Yule, Brotto & Gorzalka, 
2017). Yule et al. (2017) further define masturbation as a human practice that is considered to 
be a normal and healthy sexual act. 
 
4. Safe sex practices: Safe sex practices refers to sexual activity such as sexual intercourse where 
precautions such as the use of latex condoms or monogamy are practised to avoid STIs and HIV 
(Addoh, Sng & Loprinzi, 2017). This implies not allowing genital skin-to-skin to contact by 
using various measures such as latex condoms, abstinence and many others to avoid the spread 
of STIs and HIV. 
 
5. Safe sex services: Safe sex services are often defined as the assistance provided by government 
and stakeholders on practising safe sex through various support systems such as safe sex 
intervention programmes, policies, strategies, health, education as well as legal services to 




1.5. Theoretical framework 
This study uses sexual script theory as its theoretical framework. According to Dotson-Blake, Knox 
and Zusman (2012), sexual script theory holds that human sexuality is largely influenced by 
culturally prescribed scripts or tendencies for behaviour. These tendencies are learned through 
socialisation and are then acted out, thereby creating a reinforcing effect (Marshall, Miller & 
Bouffard, 2019). Constructs of sexual script theory have been used to explain the ways in which 
students interact about their sexual experiences and act according to these experiences. Thus, 
investigating students’ interactions on safe sex can provide an understanding of how university 
students become writers and actors in their own interpretation and understanding of safe sex 
methods. 
Sexual script theory includes script formulation, which refers to the recognition of events as 
following a sequence of patterns (Hall, Xing & Brooks, 2015). These factors make sexual script 
theory relevant to this study insofar as script formulation guided the researcher in identifying the 
respondents’ perceptions of appropriate sexual behaviour as well as explaining some traditional 
sexual norms such as delaying sex. Through the use of scripts, the researcher was able to understand 
the views of students on practising safe sex and establish their awareness of other types of safe sex. 
Sexual script theory was also useful as a tool in qualitative research and guided the researcher during 
the semi-structured interviews as it allowed participants to openly respond to questions (Quinn-
Nilas & Kennett, 2018).  
1.6. An overview of the literature review 
The literature review looked on studies done nationally, regionally, locally, regionally, and abroad 
on safe sex practices and awareness of services offered by organisations promoting such practices. 
Numerous studies have examined the issue of sexually transmitted diseases. Students study done in 
Canada proved that there was an increase in HIV and STI infection (Knight, Shoveller, Oliffe, 
Gilbert & Goldenberg 2013. Another study revealed that there was a higher rate of HIV and STI 
infection in young people (Bai, Surya & Balasubramaniam, 2012). 
In most African states, condom use by sexually active young adults has rapidly reduced regardless 
of HIV awareness and the need for safe sex. This is revealed through the survey on young adults’ 
risk behaviour in South Africa which showed that only 40% of male and 31% of female adolescents 
never used condoms during sex (Francis & DePalma, 2014). In Sub-Saharan Africa, most youth 
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have negative attitudes towards condom usage which have decreased the use of a condom 
(Molinares, Kolobova & Knox, 2017). 
Southern African Development Community (SADC) countries, notably, Angola, Botswana, 
Lesotho, Namibia, Swaziland, South Africa and Zimbabwe, still face challenges in reducing 
sexually transmitted infections (Motlogelwa 2018). This is due to sexually risky behaviour and 
limited safe sex practices. Van Loggerenberg, Dieter, Werner, Grobler and Mlisana (2012) conclude 
that condom usage during sex is very low in these countries as most people are poorly educated 
about safe sex methods. 
In Angola, although most people understand the effectiveness of condom use, most couples fail to 
use them at all times, which has put them at high risk of STI infection (Masvawure, Mantell, 
Mabude, Ngoyi, Milford, Beksinska & Smit, 2014).  In Botswana, the most common safe sex 
methods used by students to prevent STIs are male and female condoms, however, this usage is 
inconsistent and sometimes incorrect (Motlogelwa, 2018). Due to such risky behaviours, more 
intensive campaigns and measures are needed to promote safe sex practices and change people’s 
sexual behaviour (Sharma & Seleke, 2008). 
 In Lesotho, a study has shown women who practised sex with other women were not aware of safe 
sex practices that could prevent them from being infected with sexually transmitted infections; their 
knowledge was only limited to condom usage (Winskell, Obyerodhyambo & Stephens, 2011). This 
finding indicates that more prevention programmes are needed to educate young people about the 
importance of practising safe sex and empowering women to negotiate safe sex with their partners. 
In a study conducted in Swaziland, Nxumalo, Okeke and Mammen (2017) has demonstrated that 
cultural beliefs and norms have affected the practice of safe sex and have hindered condom usage. 
As a result, the country is ranked as having the highest rates of sexually transmitted infection − not 
only in Africa but in the whole world (Mukumbang, 2017). 
In Tanzania, numerous studies highlight that most university students are aware of HIV and STIs, 
although many are affected by socio-economic factors, gender inequality, drug abuse and many 
others factors that drive them to practice risky sexual behaviour. This is regardless of their education 
and awareness of safe sex practices (Plummer, 2012). This again points to the need to advocate 
different safe sex practices and services programmes. 
In Namibia, condoms are seen as the most effective tool to prevent STIs, both by infected and 
uninfected people. This is supported by Chirimbana (2012) who observes that in Namibia, condoms 
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are seen as an important and effective component of efforts to reduce the spread of HIV and STI 
infections. Thus, almost half of the students stated that condoms are very effective in preventing 
STIs. Indeed, many students found it acceptable for women to carry a condom so that they will not 
rely on men for the provision of safe sex method (Chirimbana, 2012). 
In another study contacted in KwaZulu Natal, it has been estimated that about 25.8% of people aged 
between 15-49 years are HIV-positive (Sithole, 2017). This study revealed that improved access to 
information about HIV and STIs was failing to result in effective behavioural change in people in 
this age bracket, hence the high rate of infection (Sithole, 2017). Several studies have focused on 
the level of condom use to identify barriers to behaviour change (Sithole, 2017). 
1.7 Research methodology  
Research methodology can be described as the methods and techniques implemented as part of the 
research design (Babbie & Mouton, 2011).  
1.7.1 Research design and approach 
This study used a qualitative approach which allowed the researcher to obtain detailed insights into 
participants’ awareness of different types of safe sex methods and services. This approach further 
enabled the researcher to understand the perceptions, descriptions and interpretations of the 
students’ awareness of safe sex services and practices (Moser & Korstjens, 2018). 
The study used two research designs, namely, exploratory and descriptive. Cash, Stanković and 
Štorga (2016) explain that a research design is a plan for connecting a theoretical problem to the 
relevant research objective and data, thus producing answers to the research question. The two 
designs used in this study supported the dual purpose of discovering new ideas from participants 
and increasing knowledge on safe sex services and activities. This use of an explorative research 
design is considered effective in laying the groundwork for future studies (Bertram & Christiansen, 
2014). This view is supported by Cattermole (2017), who states that an exploratory design allows 
flexibility and adaptability in research. Cattermole (2017) adds that a descriptive research design is 
useful in providing clear descriptions of the characteristics of a sample representing a population or 
a phenomenon under study. Descriptive studies prompt the use of descriptive questions to gain a 
deeper understanding of a phenomenon (Maree, 2016). Thus, the research approach and design 
allowed the researcher to ask questions that probed for information, resulting in a clearer 
understanding of participants’ views on safe sex services and practices. 
7 
 
1.7.2 Population and sampling  
The population in this study was identified as postgraduate students at the University of 
Johannesburg, South Africa. This study employed a non-probability and purposive sampling method 
(Moser & Korstjens, 2018). A sample of eight students was purposively selected from within the 
Department of Sociology at the Faculty of Humanities.  
1.7.3.       Data collection 
Roller and Lavrakas (2015) define data collection as a process that enables the researcher to gather 
sufficient information to answer the research question. In this study, semi-structured interviews were 
used to collect data. This was in line with the qualitative approach as it enabled participants to 
describe their personal and individual experiences in terms of safe sex practices (Manterola & 
Otzen, 2017).  
Some of the sampling questions posed to participants included: What are your perceptions of male 
condoms? What are your perceptions on female condoms? What are your perceptions of other safe 
sex activities? What other sexual activities could you recommend for safe sex? What do you know 
about IOHA and its programmes? How do you think IOHA can improve the current safe sex services 
and activities it promotes? 
When conducting interviews, tape recordings are useful as they allow a fuller record of the 
information obtained during the interview (Cash et al., 2016). In the present study, a high-quality 
digital recorder was used to record data which was then transcribed and checked against the 
recording. The data was subsequently re-read to make sure that the transcription was accurate 
(Stranger, 2014). This process also assisted in identifying non-verbal communication cues that may 
not have been picked up by the audio recording. 
As the research involved interviewing participants about their sexual orientation, this topic was by 
necessity classified as sensitive. To manage sensitivity, one-on-one interviews were conducted to 
maintain confidentiality and make the participants feel comfortable in answering sensitive 
questions. Pseudonyms were used throughout the research to ensure that further identifying 
information about participants was not disclosed. 
1.7.4 Data analysis 
The eight-step process suggested by Tesch (1990) was used to collect data. First, the data was 
transcribed verbatim by directly listening to every recorded interview. This helped the researcher to 
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become familiar with the data. Second, all transcripts were systematically reorganised individually 
in order to extract the relevant data from each interview and remove any information that was 
irrelevant. Next, the researcher searched for themes to identify what fitted and what did not fit within 
the themes. The themes were then classified into main themes and sub-themes. These were reviewed 
to identify those which supported the proposed theory. Thereafter, the themes were named and 
categorised specifically on how each one affected data compared with the existing literature to create 
meaning. The researcher searched for similarities, differences and implications of the findings. After 
grouping information into categories, main themes and sub-themes were thus created. A final report 
was produced by making a decision on which themes were most relevance and made the most 
meaningful contribution to the study. This study also used thematic data analysis (Gentles, Charles, 
Ploeg & McKibbon, 2015) to identify, analyse and report patterns of meaning in the data. 
1.7.5. Trustworthiness 
Trustworthiness refers to the reliability of the data as well as the reliability of the analysis and 
interpretation of the data (Amankwaa, 2016). All four dimensions of trustworthiness was supported 
throughout this research, namely, conformability, dependability, transferability and credibility 
(Shenton 2004). Lastly, the data was member-checked to ensure accuracy. 
1.7.6. Ethical considerations 
Careful consideration was given to the ethical risks and the methods to reduce such risk. Approval 
was received from the Faculty of Humanities Research Ethics Committee at the University of 
Johannesburg (see annexure 1). According to Brouwer (2015), ethical issues refer to codes and 
practices that should be displayed when interacting with other people, animals and the environment. 
(Brynard, Hanekom, & Brynard 2014) state that ethics relates to behaviour which is labelled as 
either right or wrong.  
The participants of this study were UJ postgraduate students from the Department of Sociology. 
Since data was collected using semi-structured interviews, the following ethical considerations were 
observed by the researcher. 
▪ Voluntary participation 
All participants in this study participated willingly and were free to discontinue their participation 
at any time during the research process. The researcher dealt with this ethical issue by making sure 





As stipulated by Strydom (2011), research participates have every right remain anonymous and to 
state the way they want their information to be disclosed. To ensure confidentiality, participants’ 
consent letters were locked in a drawer and the computer was password-protected. All the 
participants’ information was only accessible by researcher and her supervisor. If participants chose 
a pseudonym, any publications resulting from a study would not reveal the identity of the 
participants (Greeff, 2011).  
▪ Informed consent 
During the recruitment process, the researcher explained the research aims and objectives of the 
study, the time that would be needed for participation and the use of a tape recorder. After the 
participants understood all the information above, they were provided with information forms which 
they signed, giving voluntary consent to participate in the study. 
▪ No harm to participants 
Padgett (2008) cautions that emotional harm is more serious than physical harm in social sciences 
research and it is necessary to proceed carefully, especially where sensitive and emotional topics 
are involved. Since this study is focused on sensitive and potentially embarrassing issues related to 
safe sex practices, talking about such topics could have elicited negative emotions in some of the 
participants. To avoid emotional harm, the researcher arranged counselling referrals to any 
participants should they require such assistance. The counselling was conducted before and after 
interviews for those who needed it. 
▪ Respect for diversity 
The participants in this research were postgraduate students. This meant that they came from 
different cultures, norms and values. The researcher treated the participants as unique human beings 
with different behaviours and interests. 
▪ Debriefing  
According to Brouwer (2015), the aim of debriefing is to address any misconceptions or anxieties 
that the participants may have regarding the study. Debriefing provided opportunities for expanded 
knowledge and a perception of time not wasted. In this study, during the process of debriefing 
participants were given the opportunity to ask the researcher questions at the end of each interview.  
▪ Deception 
The researcher avoided misleading the participants as to the nature of the research and provided 
participants with full and relevant details of the study.  
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1.8. Reflexive journal 
A reflexive journal is a means of thinking that connects with the individual’s feelings, thoughts and 
experiences related to the research process (Pack, 2014). Due to the sensitivity of the topic, the 
researcher kept a reflexive journal to document her own reactions and reflections. 
1.9. Structure of the study 
▪ Chapter 1 presents the introduction to the study, contextualising safe sex, the rationale for 
conducting the study at UJ as well as the aim and objectives of the research. The chapter also 
provides an overview of the methodology used in the study. 
▪ Chapter 2 provides an overview of the relevant literature on topics such as condoms, 
masturbation and other possible forms of safe sex. This chapter also includes the theoretical 
framework used to guide the research. 
▪ Chapter 3 describes the methodology of the study, namely, the qualitative research approach 
and the research design. The chapter also details the population, sampling, data collection 
process and data analysis.  
▪ Chapter 4 follows a step-by-step data analysis process by drawing on the transcripts from each 
interview and coding the data into themes and sub-themes linked to relevant literature. Specific 
reference to constructs of sexual script theory are used to analyse the data.    
▪ Chapter 5 presents the main conclusions and limitations of the research. The chapter summarises 




Chapter 2. Literature Review 
2.1. Introduction 
Safe sex refers to the adoption of sexual practices which do not predispose the individual and their 
partner to STIs or unwanted pregnancy (Sofika, Akhurst, Daniels & van der Riet (2019). Research 
has shown that young people have different perceptions of safe sex services and activities and their 
awareness of safe sex practices is limited compared to other social issues in most African countries 
(Sofika et al., 2019). Di Monte-Milner (2017) maintains that not only is there a ‘dead-end attitude’ 
and ‘AIDS fatigue’ underlying the HIV/AIDS pandemic but also a lack of new literacy and 
awareness on safe sex practices. Thus, in this chapter, various studies on safe sex practices and 
services are discussed with a particular focus on young people. The chapter also includes the 
theoretical framework for the study. 
 
2.2. Safe sex services and practices 
According to Plummer (2014), safe sex practices are sexual activities that prevent one sexual 
partner’s semen or vaginal secretions to enter the other partner’s vagina, anus, penis or mouth. The 
meaning of safe sex is further expanded by Bowman (2014), who explains that safe sex means 
avoiding genital skin contact and taking precautions if one has cuts, sores or bleeding gums as this 
can increase the risk of spreading HIV and STIs. 
Safe sex services, on the other hand, can be defined as the assistance provided by government or 
non-government organisations as well as other stakeholders on safe sex through various support 
systems. These include safe sex intervention programmes, policies, strategies, health, education and 
legal services to people to improve their health and wellbeing (IPPF, 2011). Safe sex services can 
also be delivered through the assistance of services providers and relevant international, regional or 
local agencies (Bowman, 2014). 
2.3. Safe sex services: An overview 
Safe sex services can be seen as any form of services that are provided international, regionally or 
local either by United States globally, united nations regionally, local government and by non-
governmental organisation (Bowman, 2014). These safe sex services are provided based on policies, 
programmes and implementation strategies. 
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In this section I will present research on safe sex services internationally and locally. Emphasis will 
be on safe sex services in Southern African developing countries to which this study is aligned. 
2.3.1. Safe sex services internationally 
In order to effectively respond to the high rate of sexually transmitted infections, the World Health 
Organization (WHO) has introduced safe sex programmes, policies and strategies at a global level. 
Some of these strategies include the Global Health Sector Strategy on STIs 2016-2021 which 
provides an international framework to address sexually transmitted infections (UNAIDS, 2012). 
This strategy sets out the vision, targets, goals, guiding principles and priority actions on how to 
curb the STI  epidemic. This is done by facilitating people’s access to information on their STIs 
status and improving access to treatment for their comprehensive long-term care (Chandra & June, 
2014). 
McGill (2014) indicates that safe sex services at the international level are also offered by non-profit 
organisations which provide counselling, among other services, to make sure that people receive 
preventive and clinical care services. 
The Centre for Disease Control and Prevention has issued a set of guidelines known as the Sexually 
Transmitted Disease Treatment Guidelines. These were formulated to assist nations in the treatment 
of people who have a sexually transmitted disease or are at risk of contracting one (UNAIDS, 2010). 
The guidelines emphasise treatment, prevention strategies and the development of evidence-based 
recommendations. 
2.3.2. Safe sex services in developing countries 
Safe sex services are offered regionally to allow individuals to improve their sexual health through 
prevention from infection of STIs or HIV, getting the right treatment if infected and getting the right 
support needed if they are on treatment (Glover, 2009). 
Safe sex services in Africa are provided by governments and NGOs. These bodies issue and 
implement policies and programmes with guidelines for the prevention and treatment of sexually 
transmitted diseases. They also advise healthcare providers on testing, delivering medical care and 
educating the public about the importance of safe sex practices (Glover, 2009). Fisher (2010) adds 




NGOs are not limited to the Joint United Nations Programme on HIV and AIDS (UNAIDS), the 
Global Fund, the Centre for Aids Research, the Rush Foundation and the Treatment Action 
Campaign (Fisher 2010). These NGOs support civil society working with African countries where 
the need for the prevention of STIs and HIV is the greatest, for example, Sub-Saharan Africa (Fisher 
2010). In support of the latter, Mgbako (2016) adds that NGOs also deliver safe sex services by 
providing funds or grants that are used by African countries to expand access to STI prevention 
strategies. Safe sex services are also provided by NGOs in Africa through innovative programmes 
such as community-level interventions like peer education or community outreach. 
In a study conducted in Southern Africa by Wood (2011), it was found that intervention strategies 
using condoms had been successful over the past ten years since the HIV/AIDS pandemic was 
steadily reducing in most countries. Shu-Acquaye (2016) concur, stating that since the 1990s, the 
rates of new infection and prevalence of HIV/AIDS had declined in most African countries. This 
reflects the effectiveness of some of the safe sex services that have been offered in some of these 
Southern African countries.  
However, the situation has been different in other Southern African countries such as South Africa, 
Lesotho, Botswana and Swaziland, which are still experiencing increases in the number of new 
HIV/STIs infection (Fisher, 2010). Addoh et al. (2017) concur, adding that at the same time, 
infection of HIV/AIDS has reduced in countries such as Uganda, Zimbabwe, Mozambique among 
others. These findings show the effect of different perceptions on safe sex practices and further 
indicate the need for greater awareness of safe sex services and practices being in those countries. 
Confirming the increase of STIs in Botswana, Shu-Acquaye (2016) state that Botswana is most 
prone to HIV/AIDS in the SADC region and indeed, in the whole world. Despite significant efforts 
by the country to lower the number of AIDS-related deaths and reduce the number of new HIV/STI 
infections, the pandemic continues to pose serious risks in the country (Fisher, 2010). This could be 
due to the failure of early 1990s intervention programmes on the use of safe sex methods in 
Botswana such as condom use promotion. This was not supported by church groups, parents, healers 
or traditional leaders who believed that condoms encouraged immorality (Van Loggerenberg et al., 
2012). 
Lesotho, a country with a small population, is also ranked as one of the nations with the highest rate 
of spread of HIV/AIDS and STIs. This has forced the Lesotho government to opt for intensive sex 
education programmes to change the attitudes of young people towards sexual behaviour such as 
condom use, maintaining one faithful partner, male circumcision or voluntary medical male 
circumcision (VMMC) (Thabane, 2016). Despite these efforts, the country has been experiencing 
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an alarming increase in the spread of sexually transmitted infections (Poteat, Logie, Adams, Lebona, 
Letsie, Beyrer & Baral, 2014). This can only be explained by the lack of awareness of safe sex 
practices and services to people in this country.  
In South Africa, the collaboration between public, private and non-governmental sectors began in 
the 1990s, seeking to provide integrated safe sex services to the entire country (Shisana, Rehle, 
Simbayi, Zuma & Jooste, 2014). This includes a comprehensive approach to these services to all 
target populations. Through linkages with care, treatment and support programmes, intervention 
strategies on safe sex have proven to be effective and have diminished the impact of HIV and STI 
infection in the country (Shisana et al. 2014).  
The South African government has embarked on a deliberate effort to strengthen the quality of safe 
sex services, making them better accessible to the public. This was achieved by providing more 
research and intervention programmes to both control and reduce the spread of HIV and STI 
infection. This was also done through the provision of information, motivation to avoid sexually 
risky behaviour and encouragement to effectively practise safe sex (Shu-Acquaye, 2016). Maharaj 
and Shisana et al (2014) specify that one such initiative of the government was to distribute male 
and female condoms. This is confirmed by Hargreaves, Morison, Kim, Bussan and Petal (2009), 
who identify this as one of the most common prevention strategies.  
Despite these efforts, and particularly those targeted at university communities, new infections 
continue to rise in these populations (Kirby, Laris & Rolleri, 2007). Shaw (2009) contends that safe 
sex knowledge is inadequate among university students given their low use of safe sex practices. 
This calls for more in-depth research to be conducted on this population group in order to develop 
better safe sex interventions amongst university students. Schneider (2016) states that to date, most 
safe sex services in South Africa simply promote the use of a condom and neglect to provide 
information on other forms of safe sex such as abstinence, masturbation, use of sex toys, dental 
dams, protected oral and anal sex. None of these practices has been adequately promoted to students.  
Safe sex practices refer to sexual activity, especially sexual intercourse, in which various measures 
such as the use of latex condoms or the practice of monogamy, are taken to avoid STIs and HIV 
(Addoh et al., 2017). This simply means avoiding genital skin contact and taking precautions if one 
has cuts, sores or bleeding gums as this can increase the risk of spreading HIV and STIs (Bowman 
2014). Plummer (2014) adds that safe sex practices are sexual methods promoting various 
precautions to avoid contacting semen or vaginal secretions from the other partner.  
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Safe sex practices have been used globally to eliminate or reduce the transmission of STIs such as 
syphilis, chlamydia, gonorrhoea, genital herpes and HIV as well as preventing unwanted pregnancy 
(Schneider, 2016). Studies on HIV transmission reveal that the high rate of infection accounts for 
more than six million infected people globally, with over half of this number being young people 
aged 15 to 26 (Addoh et al., 2017). According to Poteat et al. (2014), young people in this age group 
often refuse to practise safe sex because they lack safe sex education. This is also indicative that 
prevention programmes to this age group may not be successful (Anderson, Beetle & Brown, 2007). 
Thabane, (2016) concurs, stating that although it is said that risk perceptions towards HIV/AIDS in 
South Africa may lead to less risk-taking behaviour, this simply means that the relationships among 
perceived HIV risk and HIV risk behaviours are complex, because they may influence people’s 
attitudes, perceptions and behaviours.  However, considering the rate at which HIV/AIDS is being 
transmitted among people as well as the methods of prevention, this may simply mean that there is 
a degree of lower awareness of safe sex practices on the part of young adults (Anwar, Suliman, 
Ahmadi & Khan, 2009).    
2.4. Safe sex practices: An overview 
Safe sex services can be seen as any form of services that are provided international, regionally or 
local either by united states globally, united nations regionally, local government or by non-
governmental organisation. These safe sex services are provided based on policies, programmes and 
implementation strategies. 
In this section I will present research on safe sex services internationally and locally. Emphasis will 
be on safe sex services in Southern African developing countries to which this study is aligned. 
2.4.1. Safe sex practices in North America, Europe and Asia  
▪ America 
According to Bond, Frye, Cupid, Lucy and Koblin (2018), the emphasis by western countries on 
prevention campaigns in the 1990s saw a greater awareness of safe sex practices. These positive 
effects were also felt by the student populations of that time; research by the Center for Disease 
Control and Prevention showed that a decade ago, the percentage of American students using 
condoms during sex increased by 60%. However, this plateaued for some years, and in recent years 
it has in fact been declining (Gruskin & Ferguson, 2009). Urbanus, Heijman, Sonder and van den 
Hoek (2011) concur, stating that in Canada, only about 50% of sexually active college students 
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consistently used condoms during sexual intercourse. The other 50% only used condoms 
inconsistently. 
Studies conducted amongst American college students reveal that most students now no longer fear 
the AIDS epidemic as HIV can be treated through antiretroviral drugs (Bai et al., 2012). Most of 
the students view HIV as a manageable chronic illness and therefore believe there is no need to 
protect themselves. As a result, they are no longer practise safe sex as much as they used to do 
(Kunnuji, 2013). 
According to Addoh et al. (2017), in the US, the spread of HIV and STIs has risen slightly since 
2015. Researchers have found that this is because the US continues to promote abstinence in sex 
education and places less emphasis on condom use and other safe sex methods (Bond et al., 2018). 
Another reason for this increase in infections can attributed to the failure to consistently introduce 
safe sex legislation across all of its states compared to European countries (Hakins, 2015). 
In Canada, the rate of HIV and STI infection is increasing rapidly; Mwaba et al. (2008) conducted 
a study on Canadian college students and found that not all students used a condom as a safe sex 
practice.  Another study concluded that age differences between partners were linked to inconsistent 
condom use (Kunnuji, 2013). Inconsistent use of condoms was more frequent among partners whose 
age difference was more than two years. This indicates that risky sexual behaviour occurs more in 
relationships where the man is older than the woman. According to Addoh et al. (2017), the results 
also showed that where a condom was not used, the partners had not negotiated safe sex in 80% of 
cases. These findings explain the importance of negotiating safe sex, particularly in terms of age 
differences between partners (Bai et al., 2012). 
▪ Europe  
In contrast, European countries such as the Netherlands and Denmark have the most effective safe 
sex education laws that equip learners with skills to protect themselves from intimidation and abuse 
(Bond et al., 2018). Researchers have found out that although the number of HIV infection has 
greatly reduced in the heterosexual population, several factors indicate high-risk behaviour among 
Europeans that may expose them to HIV and other STIs.  
However, awareness of safe sex practices has remained very low in some European countries such 
as Czechoslovakia from the early 1990s until 2016 (Kunnuji, 2013). As a result, Czechoslovakia 
eventually responded to this problem by providing funds for the promotion of condoms, especially 
to men who were having sex with other men. Although this campaign was successful, it neglected 
to raise awareness of other safe sex practices. Another study conducted in Czechoslovakia showed 
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the increased rate in STI and HIV infection mirrored an increase in high-risk sexual behaviours 
(Addoh et al., 2017). This study showed that the incidence of new cases of STIs increased by 232% 
in 1996 and 330% in 2006 (Bond et al., 2018). The population of young people aged between 15 
and 29 represented about 60% of the new infections (Bond et al., 2018). Consequently, it can be 
argued that the promotion of condoms does not guarantee consistent and correct usage.  
In Austria, the decline in the awareness of safe sex services and activities resulted in increased STI 
infections (Stewart, 2014). Stewart (2014) also notes that STIs in Austria increased drastically in 
2016, with syphilis increasing by 70%, gonorrhoea by 80% and chlamydia by 45%. The cause of 
this increase can be attributed to the fact that people are no longer using condoms during sex, are 
not aware of other safe sex practices or have discovered that they can live longer while infected with 
HIV. 
▪ Asia 
In Asia, 40% of the population believe safe sex activities should not be discussed. This is because 
Asian culture does not promote sexual behaviour. Due to this cultural taboo, there is no safe sex 
education, hence HIV infections are growing highest on this continent (Ayuda, 2011).  
 
2.4.2. Safe sex practices in developing communities 
According to Mohan (2010), the Southern African Developing Community (SADC) is an inter-
governmental organisation which was formed with the aim of improving the socio-economic, 
political and security cooperation and integration of its member states. Among the main objectives 
of the SADC is the promotion of safe sex services to strengthen the capacity of member states. This 
is to be achieved through policies and guidelines for the provision of helpful information to deal 
with such challenges (Hendriken, Pettiford, Lee, Coates & Rees, 2007). One of the strategies 
formulated by SADC is its Sexual and Reproduction Health (SRH) strategy which encourages the 
sharing of information, experiences and best safe sex practices among SADC member states. Its 
main focus is the implementation of safe sex programmes in the SADC member states (Mohan, 
2010).  
Discussed below are the safe sex practices in eight SADC states, namely, Angola, Botswana, 






In Angola, research indicates that most people depend on male or female condoms as a safe sex 
practice. This is because they are highly educated on the use of condoms (William, 2014).  Although 
condom usage is high in this country, most couples do not use them frequently and neglect the use 
of other safe sex practices, which places them in the risk of being infected STIs. Winkler, Santos 
and Potts (2014) researched the rapid spread of HIV and STIs since 1980 in Angola and conclude 
that the Angolan public has been neglecting the use of safe sex practices and indulging in risky 
sexual behaviours.  
To reduce the rapid spread of STIs and HIV, Angola has implemented some safe sex services 
through the introduction of guidelines on HIV prevention strategies. This has managed to reduce 
the number of people who die from HIV/AIDS-related causes (Winkler et al., 2014). Despite this 
initiative, however, the country still has a challenge of the high rate of sexually transmitted 
infections (Mash & Mash, 2010).  
These findings suggest that not enough has been done to educate people about safe sex practices 
such condom use, musterbation, abstinence and others (Mohan, 2010). As suggested by William, 
(2014) intervention programmes in this country should not focus solely on the use of condoms but 
should also create more awareness of other safe sex practices and should and address misperceptions 
on safe sex activities  
▪ Botswana 
Botswana is one of the most HIV/AIDS prone countries in the SADC region. Mathangwane (2014) 
point out that regardless of concerted efforts in the country to lower the number of AIDS-related 
deaths and reducing the number of new HIV infections, the pandemic continues to pose serious risks 
to this country.  
Kanda and Mash (2017) specify that there is an increase in the number of STIs among young adults 
at the University of Botswana, despite the large distribution of free condoms by government . This 
shows that the use of both male and female condoms by students is very low, despite awareness of 
HIV. In a study conducted by Motlogelwa, (2018) also at the University of Botswana, it was found 
that the most common safe sex method used by student population was condoms, although this was 
usually inconsistent and often incorrect (Motlogelwa, 2018). This has contributed to this country 
having an HIV prevalence, estimated at 18.5% of the general population (Addoh et al., 2017). 
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These statistics imply that the majority of the population is not practising safe sex. This view is 
supported by Matangwane (2014), who argues that although most people in Botswana are aware of 
HIV and the benefits of using condoms, most are not well educated as to the availability of other 
safe sex practices. Sharma and Seleke (2008) add that although there is information and knowledge 
of HIV and the adoption of safe sex practices, most people rely on condoms as a safe sex practice.  
The above literature highlights the importance of interventions on the awareness of all safe sex 
practices as a preventative measure against HIV and STI infections. This calls for the need to 
investigate the current awareness of safe sex practices, particularly demonstrating the correct use of 
all sex tools (Matangwane, 2014). 
▪ Lesotho 
Lesotho, like many African countries, is steeped in the norms and values of traditional African 
culture which still gives men power over women. This has resulted in an increase in gender 
inequality as well as gender-based and sexual violence. This has left many women at risk of being 
infected with HIV and STIs (Tanga & Tangwe, 2014). This highly embedded patriarchal culture has 
left women with less power in negotiating safe sex methods with their partners.  Atchison and 
Burnett (2016) conducted a study at a Lesotho university comparing the use of condoms between 
male and female students. The results showed that only 54% of females reported using condoms 
during sexual intercourse compared to males, with 66%. This may be due to the fact that women 
fail to negotiate the use of a condom for fear that their partners will not trust them (Atchison & 
Burnett 2016). The latter has resulted in female students being infected with STIs more than male 
students. This finding is supported by Heeren, Jemmott, Mandeya and Tyler (2016), who observe 
that in Lesotho, the estimated percentage of women with STIs is more than that of men over the past 
five years. 
The Lesotho government has implemented various safe sex services such as the Lesotho Planned 
Parenthood Association (LPPA), a project which aims to educate population groups on the 
importance of practising safe sex and the early treatment of infections (Tanga & Tangwe, 2014). 
One of the many safe sex services that is offered in this country is the PUSH project, which is funded 
by the American government. This project aims to assist homosexual men and women to access 
sexual and reproductive health services (Heeren et al., 2016). Like any other country in the SADC 
region, Lesotho has relied largely on condoms as an intervention strategy to slow down the spread 
of HIV and STI infections.  
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Despite these measures, Lesotho continues to have a high rate of STI and HIV infection. This is due 
to the fact that the population of Lesotho has no knowledge of different safe sex practices apart from 
condoms. This is supported by Heeren et al. (2016) who note that most people in Lesotho continue 
to take sexual risks because there is a missing link in the available interventions  on safe sex 
activities, which are not holistic.  
Prevention programmes should also include life skills that address issues relating to gender. This 
will empower women to have the courage to negotiate safe sex practices. Intervention strategies 
should also include information on the awareness of the variety of safe sex practices available to the 
public.  
▪ Namibia 
According to Beer, Gelderblom, Schellekens, Rooy, Wit and Tobias (2012), research in Namibia 
indicates that many people know that HIV/AIDS is no longer a threat to their lives, hence they are 
now neglecting safe-sex activities. This is seen through the decrease of the use of condoms by 
Namibians. To support this, the Namibia Demographic and Health (DHS) department reports that 
76% of students did not use condoms during intercourse in the past three months compared to only 
24% of students who did (Chandran et al., 2012).  
The above information shows that most students in Namibia do not perceive HIV as a threat to their 
wellbeing because they are aware that people can now live longer while infected with HIV (Beer et 
al, 2012). This has put people at risk of being infected with sexually transmitted diseases as many 
fail to use protection during sex (Chandran et al., 2012). This is supported by Celentano (2008) who 
observes that students should be well-educated as to different safe sex methods that can be used 
during heterosexual or homosexual sex. They should also be provided with information about other 
sexual behaviours such as masturbation, phone sex or pornography that could give them sexual 
satisfaction without vaginal or anal penetration. Current safe sex programmes in this country should 
also advocate other safe sex practices. 
▪ South Africa 
Francis and DePalma (2014) posit that South Africa has the highest number of HIV infections in 
the whole world. Sithole (2017) adds that previous prevention programmes have been focusing 
mainly on behavioural change through making use of safer sex practices, which in most developed 
countries have resulted in a decrease of HIV and STI infection rates. South Africa, however, has 
continued to experience an increase in the spread of sexually transmitted infections regardless of 
knowledge and awareness of HIV/AIDS. 
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A study conducted by Mwaba et al. (2008) on the views of young adults concerning high-risk sexual 
intercourse, revealed different perceptions on this topic. The findings showed that participants had 
sex without a condom, inconsistently used condoms, engaged in casual sex and had sex with 
multiple partners putting themselves at risk of infection. Mwaba et al. (2008) further discovered that 
despite knowledge of HIV and STIs, the participants were still not using condoms and continued to 
engage in risky sexual behaviour, attributed to alcohol intoxication, transactional sex or coercive 
sex. This shows ignorance of young adults in South Africa which has resulted in the widespread 
occurrence of STIs. These findings are corroborated by Francis and DePalma (2014) who observe 
that ignorance on practising safe sex by many South Africans has resulted in high rates of HIV 
infection in the country.  
Another study was conducted by Sithole (2017) in KwaZulu Natal, a province estimated to have 
about 25.8% of people aged between 15 and 49 years who are HIV-positive. The study revealed that 
improved access to information about HIV and STIs was not resulting in effective behavioural 
change in young adults at risk of being infected (Sithole, 2017). In other words, young adults are 
not willing to change their risky sexual behaviours. Muhammed (2011) adds that HIV prevalence 
amongst university students is very high in South Africa, with female students having a higher rate 
of infection at 18.9% as opposed to male students at 12.4%. 
Beer et al (2012) indicate that since the emergence of HIV/AIDS, South Africa has implemented 
numerous strategies to reduce the spread of the disease, notably, the distribution of male and female 
condoms. The writers add that there have also been extensive campaigns to reduce the incidence of 
HIV through condom promotion, STI treatment programmes, the HIV/AIDS life skills intervention 
and mass media communications. Nevertheless, youth in South Africa continue to engage in risky 
sexual practices. In a study conducted by UNAIDS (2016), 52% of the South African population 
listed condom use as an effective method, 40% indicated abstinence and only 8% mentioned other 
safe sex practices. These differences in percentage can be explained by most South Africans being 
aware of condoms as a safe sex practice but having little knowledge of other safe sex practices.  
The above discussion implies that knowledge of HIV transmission does not necessarily guarantee 
individuals’ frequent use of condoms in a population. It shows that there is lower awareness of 
different safe sex methods for heterosexual, homosexual and oral sex. The South African public 
would benefit if intervention methods were to fill the gap in promoting different types of safe sex 
practices. This would equip people with information, allowing them to choose the best safe sex 
method that suits their sexual orientation. 
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Thus, future safe sex services in the form of policies and prevention methods should include detailed 
strategies on empowering all students in prevention efforts using safe sex methods (Madiba & 
Ngwenya, 2017). Hence, assisting university students to practise safer sex will be an essential step 
in controlling HIV and STI infection rates. This could be done by providing young adults with 
information, motivation and interpersonal skills needed to avoid sexual risk (to abstain) and to 
reduce risk (condom use) (Muhammed, 2011).  
▪ Swaziland 
A study conducted at the University of Swaziland on the sexual habits of students found that safe 
sex practices were being neglected by almost 50% of the students (Sithole, 2017). Another 
surprising fact that was discovered during this survey was that the university distributed condoms 
for free to almost every student. Unfortunately, however, 50% of the students reported that these 
condoms were of poor quality thus, using them hindered sexual satisfaction (Armbruster & Lucas, 
2012). This suggests that there is a gap in the awareness of safe sex methods at the university, 
especially among female students (Shu-Acquye, 2016). Intervention programmes should thus 
emphasise not only condom usage but also masturbation, pornography or phone sex (Sacolo, Chung, 
Chu, Liao, Chen, Ou & Chou, 2013). Such measures could result in greater behavioural change, 
which is currently not being achieved. Shu-Acquye, (2016) suggests that the Swazi government 
should place greater emphasis on HIV and STI prevention programmes that improve people’s status 
and access to services. 
▪ Tanzania  
In Tanzania, the HIV/AIDS indicator survey conducted in 2010 observed that HIV and STI infection 
prevalence rose with an increase in education and wealth (Plummer, 2012). This puts youth, 
including students, at greater risk of contracting sexually transmitted diseases as they indulge in 
short-term relationships with numerous partners (Addoh et al., 2017). Blystad (2004) argues that 
although most of the university students are aware of HIV and STIs, most are not well informed on 
different safe sex practices. This view is corroborated by a study conducted at the University of 
Dodoma in Tanzania. The study sought to identify the influencing factors of unsafe sex and condom 
use practices among the students. The results indicate that 20% of the students stated their 
‘unconscious mind’ drove them to practice unsafe sex while 10% mentioned the easy availability of 
sexual partners on campus (Addoh et al., 2017).  
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Plummer (2012) suggests that this calls for new initiatives that should focus on safe sex methods 
that cater for all sexual orientations and educate both adults and youth on practising safer sex and 
choosing the best methods to suit their orientation. 
▪ Zimbabwe 
Zimbabwe has sought to address the scourge of HIV and AIDS since the early 1980s. The country 
introduced numerous preventative strategies. The main preventative measure used effectively in this 
country is the ABC method - abstain, be faithful and use a condom (Mugnai, Omar & Pearson, 
2015). Through these preventative measures and the introduction of antiretroviral drugs, Zimbabwe 
has managed to reduce the rate of infection from 32% in 2003 to 14% in 2011. However, more 
recent studies report the number of new infections is once again increasing in the country 
(Chingandu, 2007). Kesby (2006) affirms that Zimbabweans are still practising sexually risky 
behaviour due to the fact that education on safe sex practices is poor.  
According to Sambisa and Strokes (2006), although condom use is deemed one of the best ways of 
reducing sexually transmitted infections, low rates of condom usage has been recorded in many 
parts of Zimbabwe, especially in rural areas and among university students. In a study conducted in 
this country, the results show that condom use and safe sex methods were more common in non-
steady relationships compared to long-term ones (Maponga, Matteau, Matsha, Morin, Scheibe, 
Swan, Andrieux-Meyer & Rockstroh, 2016). This finding suggests that in most cases students do 
not use condoms when they are in a long-term relationship with their partners.  
In another study conducted at the University of Zimbabwe on condom use and non-condom use, the 
results revealed that condom use was not the result of fear of being infected with HIV and STIs but 
was driven by the desire to avoid unwanted pregnancy (Mugweni et al., 2015). This indicates that 
students regard unwanted pregnancy as worse than acquiring HIV or STI. This could be attributed 
to the notion that infection cannot be seen and is no longer a threat to life while pregnancy is visible 
(Mugweni et al., 2015). These results indicate that promoting condoms as an HIV or STI 
preventative measure unintentionally imposed a negative reputation on condoms, thereby increasing 
students’ risk to sexually transmitted infections. 
In some cases, it was found that students who use condoms also face discrimination, stigmatisation 
and lack of trust from their partners. As a result, each year, 3 out of 20 female students become 
infected with STIs (Madiba & Ngwenya, 2017). This finding point not only to a lack of awareness 
but also to people’s beliefs and attitudes towards safe sex practices. 
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The results of the above studies show that a comprehensive new definition of safe sex is needed, 
extending beyond condom usage. Thus, promoting the correct use of safe sex practices and positive 
behavioural change is needed to reduce students’ risk to STIs (Sambisa & Stokes, 2006). Sambisa 
and Strokes (2006) further indicate that safe sex services should be implemented to encourage 
students and indeed, the entire population to negotiate safe sex practices and also to understand their 
bodies in a healthy manner. This means that safe sex programmes need to consider the sexual 
decision-making processes that are involved in safe sex negotiation. Sexual health promotion 
strategies should, therefore, take a different approach by introducing other safe sex practices, 
especially those focusing on less common but effective activities such as porn sex, abstinence and 
masturbation (Rayb & Sinhac, 2011).  
2.5. Theoretical framework  
According to Wiederman (2015), the theory of sexual scripts can be conceptualised as the mental 
representations that individuals construct and then use to make sense of their experience, including 
their own and others behaviour. This means that sexual script theory studies human sexuality 
through cultural, sociological, historical, psychological and anthropological tools. In other words, 
sexual script theory believes that cultural, historical and educational scripts influence individuals’ 
attitudes towards sex (LaFrances, 2010).  
According to Graham (2017), sexual script theory holds that people are influenced by cultural scripts 
that recognise certain sexual behaviours as either appropriate or inappropriate in a social group. 
Hence individuals are controlled by societal sexual norms when it comes to presenting sexual 
behaviour. A good example is that in some cultures, women have been schooled to respect men and 
let men take decisions, hence they have little power to negotiate sex. Sexual script theory further 
explains that individuals will adapt to the beliefs that they have learned from their social group and 
act according to these (Graham, 2017). Thus, people who share similar scripts can relate easily to 
each other. 
According to Wiederman (2015), sexual scripts decide when people have sex, where they have sex 
and how they should act during sex. In these cases, sexual scripts influence behaviour through 
patterns of language (Jozkowski & Peterson, 2013). In this study, sexuality and sexual behaviour 
are seen as being played out like the script of a play. This means that for healthy sexual behaviour 




Sexual script theory provides guidelines on sexual behaviour, while at the same time taking into 
consideration others’ feeling, intentions and interactions. LaFrances (2010) states that the 
interpersonal scripts negotiated by university students during a sexual relationship draw on cultural 
aspects. Sexual script theory in this study frames the way students interact with one another about 
their sexual experiences and then act according to these experiences. In other words, investigating 
the students’ interaction with regard to safe sex allows the researcher to find out how these students 
become writers and actors in their own interpretation and understanding of safe sex methods.  
2.5.1. Relevance of sexual script theory to this study 
Sexual script theory is relevant to this study insofar as it guides the researcher in eliciting the 
respondents’ perceptions of their sexual behaviour and explaining certain traditional sexual norms 
such as delaying sex. By applying the script formulation, namely, talks conducted through 
interviews, the researcher was able to understand the views of students on practising safe sex and 
awareness of other types of safe sex. The theory was also useful as a tool, guiding the researcher in 
getting the interviewees to open up and yield rich data.  
The key idea behind sexual script theory is that the theory is rooted in social constructivism which 
interprets human behaviour as being formed by shared beliefs and interaction with others (French, 
2013). This statement qualifies this theory as relevant to the research topic because it offers 
guidelines towards appropriate sexual behaviour and experiences and links these behaviours to 
meaning (Karlsen & Traeen, 2013). In sexual script theory, the experience is produced and passed 
from generation to generation through language. The theory states that people use cues passed on to 
them by their parents, peers and society (Farris, Akers & Forbes, 2013). Thus, an individual’s 
sexuality is shaped by aspects of traditional adult systems of sexuality.  
The sexual script theory is well-suited to this research topic as it can be used to interpret social 
situations as potentially sexual; thus through scripts, individuals learn sexual activities, sexual 
pleasure and how to behave in a sexual way (Farris et al., 2013). The theory is therefore useful for 
this study as it provides guidelines on how to elicit the perceptions and awareness of students on 
safe sex services and activities. 
The students who form the population of this study have many resources available to protect 
themselves and their sexual partners from STIs yet they continue to practice risky sexual behaviours. 
As noted by Crown and Paikoff (2010), this type of sexual behaviour can be understood through the 
context of sexual script theory whereby cultural ideologies of sexuality put students at risk. 
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To explore the participants’ awareness of different types of safe sex methods is another objective of 
this study where sexual script theory can be relevant. This is because interpersonal scripts entail 
adopting sexual behaviour learned from experiences and interactions with the social group 
(Kapungu, Baptiste, Holmbeck, McBride, Robinson-Brown, Sturdivant, Crown & Paikoff, 2010). 
Using this theory participants will help the researcher to identify the different types of safe sex 
activities the students are familiar with and will also give the researcher an opportunity to introduce 
some of the safe sex activities with which the participants are not familiar. 
The sexual script holds that experience involves a social element that is created and passed on 
through language from generation to generation; in this context, students will act according to 
teachings passed on to them by society and then repeat those same beliefs and values. This means 
that university students’ sexuality is an adaptation of cultural adult forms of sexuality. Moreover, 
according to script theory, cultural beliefs such as the dominance of men exposes students to risk of 
STIs during sexual encounters. Master, Casey, Wells and Morrison (2013) emphasise that sex in the 
human context is not only for sexual pleasure but is always steeped in cultural power, thus, not just 
biological but also social factors come into play. An example is a notion that women are not 
expected by culture to refuse sex with their husbands even if they are not willing. 
2.6. Summary and conclusion 
This chapter conducted a review of relevant literature on safe sex practices and safe sex services 
from an international, regional and local perspective. The focus was placed on university students, 
in particular, postgraduate students, as in line with the objectives of this study. In conclusion, it is 
noted that although there is limited literature on safe sex services, governments and non-
governmental organisations globally have gone to great lengths to provide educational programmes 
and preventatives strategies on safe sex. The chapter reveals that most literature has emphasised the 
use of male and female condoms as a commonly safe sex method. This study seeks to find out if 
people are aware of other safe sex practices and services other than male or female condoms. 






Chapter 3. Research Methodology 
3.1. Introduction 
This chapter describes the research methodology and includes a discussion of the selected research 
approach and design, the population and sample, sampling procedures, data collection and 
procedures as well as issues of trustworthiness. 
According to Van Kampen-Breit, Campbell, Gould and Glaesser (2017), a research methodology 
refers to the method of collecting data as well as structuring, planning and executing the research. 
A research methodology can also refer to various actions that are carried out by the researcher in 
examining the problem under investigation and finding the meaning behind the phenomenon (Chu 
& Ke, 2017). 
3.2. Research approach   
There are three key approaches to research, namely, quantitative, qualitative and mixed methods. 
The three approaches base their conclusions on different kinds of information and employ different 
techniques of analysing data (Erbay, 2017). Maree, Ebersoohn, Eloff, Ferreira, Ivankova, Jansen 
and van der Westhuizen (2016) state that quantitative research is a process that should be well-
planned and rely upon numbers to obtain the required data from the population. The findings can 
then be generalised to the entire population that is being investigated. Maree et al. (2016) stress that 
quantitative research is systematic and objective as it uses numerical data. 
Erbay (2017) explain that a qualitative research approach allows for the exploration of definitions, 
concepts, meanings, characteristics, metaphors, symbols and description of things which allow for 
a deeper understanding of a phenomenon. The qualitative approach depends “on people who are 
articulate and introspective enough to provide rich descriptions of their experiences” (Padgett, 2008, 
p. 53). By implication, a qualitative approach allows the researcher to listen to other people’s stories 
and narratives rather than reducing their responses to statistics. Maree et al. (2016 add that a 
qualitative approach enables the researcher to study selected issues in-depth and in detail as they 
identify. Braun and Clarke (2013) argue that qualitative research studies provide exciting, rich and 
challenging information yet they also allow the researcher to understand the patterns of meaning. In 
qualitative research, the researcher derives the sense of the world from the participants’ point of 
view, thus uncovering the meaning of people’s experiences (Probst, 2015). 
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The third approach is a combination of both quantitative and qualitative approaches, namely, mixed 
methods research. Maree et al. (2016) define mixed methods research as a process of gathering, 
analysing and combining both qualitative and quantitative data during the research process so as to 
get a deeper understanding of the research problem. 
A qualitative approach was used in this study as it provided insights into the participants’ awareness 
of different types of safe sex methods and services. This approach also enabled a systematic 
understanding of the views and elaborate descriptions and interpretations of the participants’ 
perceptions and awareness of the topic under study (Maschi et al., 2009). The adoption of the 
qualitative approach, therefore, facilitated an in-depth understanding of participants’ awareness of 
safe sex activities. This is supported by Issacs (2014) who notes that the qualitative approach seeks 
to understand the what, how and why of social phenomena through the views and experiences of 
participants.  
3.3. Research design 
Cash et al. (2016) define the research design as a plan for connecting the theoretical problems to the 
study objective. This process entails identifying the data required, identifying suitable methods for 
gathering and analysing data and finding effective ways of producing answers to the research 
question. Bertram and Christiansen (2014) define the research design as a plan for carrying out 
research processes where a researcher will systematically collect and analyse the data that is useful 
in answering the research question. This study considered different types of research design that 
could be used to respond to the research aim and objectives, namely, phenomenology, case study, 
grounded theory, exploratory and descriptive research designs.  
Phenomenology has been described as the direct investigation and description of meanings of self-
awareness about people’s experiences as (Fouche & Schurink, 2011). Case study design, according 
to Denscombe (2010), investigates real-life phenomena of a small geographical area or a small 
group of people within their actual-life context. Case study designs make it possible for the 
researcher to select and generalise a small area or a limited number of people to study. Grounded 
theory as a research design is seen as a well-organised methodology that is used in social sciences 
research to construct a theory by collecting and analysing data (Marre et al., 2016). 
This study elected to use exploratory and descriptive designs. These two designs were chosen as 
they provide a combined way of discovering new ideas from participants and increasing knowledge 
on safe sex services and activities. Additionally, these two designs provided the researcher with a 
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variety of sources of information insofar as they facilitated the process of exploring and describing 
the phenomenon clearly (Brouwer, Stuiver, Hof, Kroon, Pauwelussen & Holleman, 2015). 
Exploratory research designs involve gathering information in an informal and unstructured manner 
(Brouwer et al., 2015). The aim is to investigate a research problem when there is little existing 
research to rely on (Cattermole, 2017). Explorative research designs have also been found to be 
more effective in laying down the groundwork for future studies (Bertram & Christiansen, 2014). 
Cattermole (2017) adds that exploratory research allows for flexibility and adaptability to change. 
An exploratory design was therefore deemed to be suitable to this study insofar as it could assist in 
contributing to social work knowledge on safe sex practices.  
This study also adopted a descriptive research design. According to Manterola and Otzen (2017), 
descriptive designs are used to explain different aspects of a phenomenon by providing a clear 
description of the characteristics and behaviour of the sample population. The choice of a descriptive 
design for this study was also based on the definition of Aquino, Lee, Spawn and Bishop-Royse 
(2018) who indicate that it can facilitate the process of explaining, describing and validating 
research findings clearly. A descriptive research design also facilitates an understanding of what 
people mean by allowing for in-depth and exploratory questions (Maree et al., 2016). Descriptive 
research designs enable the researcher to describe events in more detail by filling in missing gaps 
(Maree et al., 2016). Thus, in this study, a descriptive design allowed the researcher to ask probing 
questions that led to a clearer understanding of students’ views on safe sex. 
3.4. Population and sampling 
In this section I shall describe the population and the sample, as well as the sampling process 
undertaken in this study. 
3.4.1. Population 
A population is defined as the broader group of people that the researcher is investigating and to 
which they seek to generalise the outcomes (Crano, Lac & Brewer, 2015). According to Bertram 
and Christiansen (2014), a population comprises the entire collection of a group from which 
inferences must be drawn. In this study, the population is defined as all postgraduate students at the 
University of Johannesburg. In particular, the population in this study is identified as all 
postgraduate students registered at the Department of Sociology. This department was selected as 
this study was part of a cohort group where other departments were selected by members of the 
group. There were approximately 300 potential participants who made up the population of this 
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study. Postgraduate students registered with the Department of Social Work within which this study 
is located, were excluded from the population and sampling. 
3.4.2. Sampling 
According to Chu & Ke (2017), once the population has been identified, the accessible population 
needs to be reduced by drawing a sample. Thus a sample can be defined as a sub-set of the 
population (Stranger, 2014) Sampling, therefore, is a technique that is used to select a smaller group 
with the aim of extrapolating its characteristics to a wider group, namely, the broader population 
(Chu & Ke, 2017). 
In this study, sampling was used to allow the researcher to study a smaller number of participants 
from a wider group of participants. This study used a non-probability and purposive sampling 
strategy (Denscombe, 2010). In non-probability sampling, participants are chosen on the 
presumption that their experience might be unusual or different from the norm (Denscombe, 2010). 
On the other hand, purposive sampling allows the researcher to identify and select participants 
according to their potential to give useful information on specific issues (Stranger, 2014). The 
participants in this study were selected using a purposive sampling method because this type of 
sampling was more concerned with selecting participants related to what was being studied 
(Stranger, 2014).  
The sampling criteria used to determine the sample were as follows: 
1. The participant was a currently registered student at the University of Johannesburg; 
2. The participant was registered for a postgraduate degree within the Department of 
Sociology; and  
3. The participants were fully informed of the study, willing to participate and had 
completed the consent to participate form. 
This list provided a sampling frame from which the sample could be selected (Creswell, 2012). The 
next step was to determine the sample size for the study. Padgett (2008) suggests that in a qualitative 
study when determining sample size, a smaller number is desirable to collect dense information. In 
order to have rich and homogenous data, Padgett (2008) suggests a sample size of between six and 
ten participants.  Also Burmeister and Aitken (2012) stated that the aim of a study should include 
what determines when data saturation is achieved, for a small study will reach saturation more 
rapidly than a larger study. Thus a small study of eight participants was chosen to obtain enough 
information to replicate safe sex practices thereby reaching data saturation.  
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After this initial selection, further sampling criteria were applied. From the sampling frame of 12 
participants, participants were separated according to gender. In order to adequately meet the 
objectives of the study, and particularly as the first objective may have been interpreted by 
participants as gender-specific, it was necessary to have at least three participants from each gender. 
Thus, a minimum of four male and four female participants were sought. In the current study, eight 
participants who met the criteria were interviewed. 
 Sample Inclusion and exclusion criteria 
Maree et al (2016) states that inclusion criteria are characteristics of the participants that they have 
that attracts the researcher to include them in the study such as age, sex, race, profession, status and 
experience. In this study the sample inclusion criteria was based on the fact that the participants 
were registered post graduate students who had potential of giving useful information on safe sex 
practices. As this research topic is based on sensitive issues the participants were chosen on their 
willingness of sharing their ideas on safe sex practices. The participants chosen where between the 
age of  twenty five and thirty five and also the basis that they had experience or had insights to the 
research topic.  
On the other hand, all the other participants who were not registered post graduate student were 
excluded including those who did not fall between the age of twenty five and thirty five. Other 
participants were excluded based on the purposive sampling that was used in this study that allows 
the researcher to identify and select participants according to their potential to give useful 
information on the topic. 
3.5. Data collection methods and tools 
Roller and Lavrakas (2015) define a data collection method as a process that enables the researcher 
to collect enough information to respond to the research objectives. Examples of data collection 
methods include observation, documents and individual or focus group interviews (Creswell, 2012). 
In this study, the researcher used individual or one-on-one interviews. This method allowed the 
participants to feel free to respond to the semi-structured questions without feeling intimidated by 
the presence of others (Creswell, 2012).  
According to Maree et al. (2016), interviews allow the interviewer to ask questions in order to elicit 
information and understand the participants’ views, ideas, beliefs, behaviours and opinions.  Thus 
in this study, the focus was on obtaining participants’ perceptions, opinions, views and experiences 
on safe sex practices and activities.  
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Roller and Lavrakas (2015) specify the different types of interviews that are commonly used in 
qualitative research, namely, open-ended, in-depth, focus group and semi-structured. Focus group 
interviews are described by Hennink (2011) as a discussion with three to twelve participants with a 
question and answer interactive dialogue. Focus group interviews were considered for this study, 
however, the sensitivity of the nature of the sexual practices could deter participants from fully 
contributing in the presence of others. It was imperative that participants felt safe to reveal private 
and confidential information in a non-threatening interview setting (Creswell, 2012). Individual 
interviews were therefore selected (Creswell, 2012).  
3.5.1. Semi-structured interviews 
Semi-structured interviews are preferred in qualitative research with exploratory research designs 
(Creswell, 2012). A semi-structured interview can be defined as an interview that has different key 
questions that assist to define the areas to be explored. The researcher is therefore directly involved 
in the discussion to probe for more in-depth responses (Rabionet & Silvia, 2011). The semi-
structured interview method was seen as a flexible technique and allowed for the exploration of 
participants’ perceptions of safe sex services and activities. Semi-structured interviews also allowed 
the researcher to follow a systematic guide, using a semi-structured interview schedule in 
conducting interviews (Hennik, 2011). This allowed the participants to describe their personal 
experiences on safe sex practices in their own terms. The semi-structured interview schedule is 
contained in Annexure 3. 
3.5.2. Interviews and transcripts  
In order to capture the interviews without losing key points of the interview, the discussions were 
digitally recorded, with the prior consent of the participants. Researchers are encouraged to make 
use of digital recordings when conducting interviews as this allows for a fuller record of the 
information obtained during the interview process (Creswell, 2012). In the present study, a high-
quality digital tape recorder was used to record the data from the participants. The recorded data 
was then personally transcribed and checked against the recording to ensure that it was a true 
reflection of the interview. Each transcript was read several times in order to understand the context 
and potential themes that could arise from the data (Creswell, 2012). 
3.6. Pilot interview  
Prior to implementing the semi-structured interview schedule, it was essential to ensure that the 
types of questions on the schedule were applicable, easy to understand and unambiguous to potential 
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participants (Erbay, 2017). Thus a pilot interview was conducted to test the interview schedule 
(Erbay, 2017). Pilot studies gather information from the chosen sample with the same characteristics 
as those who will participate in the investigation (Miller, Davis & Rhudy, 2018). Erbay (2017) adds 
that a pilot study is usually done when the researcher has a clear vision of the research topic, 
interview questions and techniques that will be applied during the investigation.  
In this study, a pilot was conducted by interviewing a peer in the research cohort. This assisted the 
researcher to evaluate the quality of the questions and to change or rephrase the questions in 
preparation of the final interview schedule. The questions that were asked during this pilot study are 
included in annexure 2. 
3.7 Data analysis 
According to Braun and Clarke (2013), data analysis is a method of collecting, modelling and 
converting data with the aim of retrieving important information, suggesting conclusions and 
supporting decision making. Qualitative data analysis is considered to be the most effective in this 
study as it supports the qualitative approach to research. Hannink, Hunter and Bailey (2012) contend 
that qualitative data analysis is a process of collecting data that assists researchers in the 
identification and interpretation of participants’ experiences. In this study, Tesch’s (1990) eight 
steps of data collection and analysis were followed. Thematic analysis was then applied to the data. 
Tesch’s steps can be summarised as follows: 
1. The collected data was transcribed verbatim by the researcher by directly listening to every 
recorded interview. This helped the researcher to familiarise herself with the data which was 
used in the analytic process. 
2. All transcripts were systematically reorganised individually in order to determine the 
relevant data from each interview and remove information that was not relevant to the study. 
3.  The researcher searched for themes so as to identify themes and then classified these into 
main themes and sub-themes. 
4. The themes were then reviewed by identifying themes that had data that supported the 
proposed theory.  
5. These themes were later named and categorised specifically on how each one affected data, 
compared with the existing literature, to create meaning. 
6. The data was then reduced by placing it in categories and searching for similarities and 
differences, whilst simultaneously identifying potential areas for further study. 
7. After grouping into categories, main themes and sub-themes were searched for. 
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8. A final category list was produced by deciding on which themes were most relevant and 
made the most meaningful contribution to the study.  
 
The above process was followed by conducting a thematic analysis of the data. Braun and Clarke 
(2013) define thematic data analysis as a process of identifying, analysing and reporting patterns of 
meaning in the data in relation to the research question. 
 
3.8 Ensuring trustworthiness 
Trustworthiness refers to the quality, originality and truthfulness of qualitative research findings 
(Cypress, 2017). It also relates to the degree of confidence which readers can place in the research 
outcomes (Cypress, 2017). It is therefore essential for qualitative research to have rigour in the 
processes undertaken. Cooney (2011) defines rigour as the quality of the research design and the 
accuracy of the research method. Research without rigour is considered to be worthless, unreliable 
and useless (Cooney, 2011).  
To enhance rigour and trustworthiness, Lincoln and Guba (1985) suggest criteria for 
trustworthiness, namely, credibility, transferability, dependability and confirmability. These are 
discussed below. 
▪  Credibility 
In order to ensure credibility, the research methods were well established, and the perceptions and 
views of the participants were accurately captured and measured to represent reality. In promoting 
credibility, triangulation was also practised. Triangulation, according to Lincoln and Guba (1985), 
is making use of different data collection methods to verify the data. The method used to achieve 
triangulation was that of member-checking whereby the transcripts were checked by the participants 
to ensure a true reflection of the interview.  
▪ Transferability 
Transferability, according to Lincoln and Guba (1985), refers to the researcher ability to 
demonstrate that the study can be applied to a wider population. It was important to determine the 
extent to which the findings of this study could be applicable to other contexts and with other 
respondents. Therefore, it was essential to writing the research report in a clear and detailed manner 
for readers to have a thorough understanding. Shenton (2004) explains that the research report must, 
therefore, provide a detailed account of the participants who contributed to the data, the number of 
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participants, data collection methods, number and length of data collection sessions, tape-recording 
of the data and the time period over which the data was collected.  
▪ Dependability 
Shenton (2004) states that dependability refers to the extent to which the study could be replicated 
with the same or similar respondents in the same or similar context and the findings would yield 
similar results. This study formed part of a cohort study with similar research strategies and 
supported the factor of dependability. This research report clearly describes the purpose of the study, 
how and why the participants were chosen, how the data was collected, how long the data collection 
took and how the data was analysed. A clear audit trail was kept of all processes followed so that 
the processes could be used to verify authenticity.  
▪ Confirmability 
 In determining confirmability, it is essential to establish the degree to which the findings of a study 
are authentic and not based on biases, motivations, interests or perspectives of the researcher 
(Shenton, 2004). In this regard, a reflexive journal was maintained (see annexure 4) of the 
researcher’s perceptions throughout the research processes. As a fellow postgraduate student at the 
same university attended by the respondents, it was essential to remain aware of one’s own 
perceptions, biases and opinions and to ensure that these did not impact the data analysis. The steps 
followed in collecting and analysing the data were also documented.  
3.9 Conclusion 
This chapter justified the choice of research approach and design for this study. Thus, a qualitative 
approach and exploratory and descriptive research designs were used as the blueprint for the study. 
The data collection methods were then detailed as well as the steps used to analyse the data. This 
was followed by issues of trustworthiness to ensure that the study contributed authentic data to the 
field of safe sex practices and activities.  
The next chapter discusses the profiles of participants, followed by details on the data analysis 
process and the study findings. 
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Chapter 4: Analysis and Findings 
4.1 Introduction 
According to Fouche and Schurink (2011), data analysis is a method of collecting, modelling and 
converting data with the aim of retrieving important information, suggesting conclusions and 
supporting decision-making. This chapter contains the analysis of the data, commencing the profile 
of the participants, followed by the coding process and lastly, the findings of the research. 
4.2 Profile of participants 
Data was collected from eight research participants, with an equal number of males and females. 
This aspect of sampling is supported by Maree et al. (2016), who recommend that researchers should 
seek a balanced insight into participants’ perspectives, experiences, attitudes and behaviours.  The 
biographical information of the participants is shown in Table 1 below. 















Total 8 8 
Table 1: Participant profile 
Table1 above reflects the gender and age of the participants. All participants were registered for 
their postgraduate studies at the same university and at the same department within the Faculty of 
Humanities. The age range indicates that they were all adults between the ages of 25 and 35. Of 
interest to this study was that six of the participants indicated their willingness to participate in this 
study were to be able to share their ideas on safe sex activities and services. On the other hand, two 
participants indicated that their participation was due to their interest in the topic of safe sex, 
particularly as this was a sensitive and often uncomfortable discussion for many people.  




Table 2: Breakdown of participant profiles and key to data labelling 
Participant Age Gender Data labelling key 
Participant 1 33 Female Part_1 
Participant 2 25  Female Part_2 
Participant 3 31 Female Part_3 
Participant 4 29 Male Part_4 
Participant 5 31 Male Part_5 
Participant 6 29 Male Part_6 
Participant 7 29 Male Part_7 
Participant 8 35 Female Part_8 
 
In the following themes, reference is made to narratives from participants and presented in the 
participant number and line number, e.g. Part_1_L12 means Participant 1, Line 12. 
4.3 Themes and sub-themes that emerged from the data analysis  
This section presents the themes that emanated from the research, followed by elaborate descriptions 
of each theme. Some themes have sub-themes with their own narratives. According to Ryan and 
Bernard (2003), themes emerge from the data coding process. In this study, themes were developed 
through a coding process as suggested by Tesch (1990). The themes were thoroughly screened 
through a process of labelling, categorisation and identification of themes. Six main themes and 
three sub-themes were identified, as shown in Table 3.  
Table 3: A summary of the themes and sub-themes 
THEMES SUB-THEMES 
Theme1 
Awareness of IOHA services 
 
Theme 2 
Culturally prescribed scripts which influence 
behaviour 
Subtheme 4.1: Marriage versus masturbation 
Theme 3 




Intervention programmes are necessary to 
mitigate risky behaviour 
Subtheme 4.2: Awareness of safe sex 
practices 
Subtheme 4.3: Availability and access to 
female condoms  
Theme 5 
Power and control as prevention measures 
 
Theme 6 




4.3.1 Awareness of IOHA services  
The UJ Institutional Office for HIV and AIDS (IOHA) is tasked with implementing wellness 
interventions that include HIV and AIDS awareness programmes to both students and staff 
members. Feedback from participants indicated that only one participant was aware of what the 
acronym, IOHA, stood for, and was able to identify the purpose of IOHA. This was deemed 
significant as IOHA is the institutional office at UJ which offers information and services to all 
students on aspects of sexual health. The remaining participants had little knowledge of IOHA and 
indicated that they chose not to access such services. These details were evident in some of the 
following narratives: 
“Actually, IOHA is not something that is talked about around campus. There is not 
much that is being said about it hence most students lack knowledge of what they 
are, what they do and what programmes they offer.” [Part_1_L54] 
“I don’t know any [IOHA] programmes. I am not sure if they are such programmes 
that are offered to students around campus.” [Part_2_L52] 
Whilst the researcher has seen posters of IOHA’s services on the campus, it would appear that many 
students were not aware of such advertisements. The implication is that more advertising should be 
undertaken by IOHA in marketing its services. Mphil and Mphil (2014) attest that an increase in 
risky behaviour is evident when the public is ill-informed of available preventative services.  
Part_3 appeared to be the only one who had attended at least one of the IOHA’s safe sex services 
or programmes. Part_3 reflected that:  
“I attended an IOHA programme where they educated us about condom use; both 
male and female. They also talked about the advantages of abstinence as a safe sex 
method. It was during this meeting that I discovered that it also deals with health 
issues, especially that of HIV/AIDS-related issues, sexuality and counselling. I was 
also given male and female condoms too.” [Part_3_L29] 
These quotations reflect a general lack of knowledge of IOHA’s programme and services. All 
participants suggested different ways in which IOHA could ensure that almost all students have 
access to their safe sex programmes and services. Suggestions included a need to improve its 
marketing campaigns:  
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“I feel like IOHA is not putting enough effort trying to make students know about 
them [IOHA]. My suggestion is that they should ask for five minutes before first year 
lectures and talk about safe sex, where and when their programmes will take place.” 
[Part_5_L73] 
“I suggest that IOHA should not talk about safe sex to students only, but also to 
members of staff, because most students are sex victims of members of staff. 
Sometimes members of staff do not practice safe sex simply because they don’t have 
enough knowledge about it.” [Part_3_L35] 
“Like I said, they [IOHA] should distribute more posters that make people aware of 
what they offer. If it is the issue of distributing of condoms, they should make sure 
that they are readily available to students who want to have sex anytime. Also, female 
students should also have equal excess to condoms especially female condom 
because I have discovered that they are male condoms only in most toilets on 
campus.” [Part_4_L57] 
These narratives demonstrate that although condoms are available to students, the female condom 
is less available. Of greater concern is the notion that students are “sex victims of members of staff” 
[Part3_L35, as reflected above.  
Blignaut, Vergnani and Jacobs (2014) argue that the availability and accessibility of effective 
methods of safe sex are considered to be one of the strategies that can improve people’s health and 
reduce the rate of STIs. 
“IOHA need to be visible to everyone at UJ [main] campus so that all students 
should know that issues of HIV/AIDS and safe sex are addressed there. I also 
noticed that IOHA does not regularly put posters or flyers about safe sex on 
campus. IOHA people should come and introduce themselves in every lecture, by 
doing so every student will be aware of them and their services. They should also 
create different forums that address student on sexuality to female and male 
students separately so that students can feel comfortable to attend and participate 
in their programmes.” [Part_6_L73] 
 
“The first point is their location, they are always located at the student centre, but 
most students do not go there. Secondly, they should advocate for safe sex 
programmes to be included on Blackboard [a student online site] because all 
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students access Blackboard. The University should also include safe sex as a 
compulsory module. I also feel like IOHA is more focused on males than females. 
Remember, males used to be dominant when it comes to sex decisions but now 
feminism say females should have a say and control when it comes to sex.” 
[Part_1_L56] 
 
“The fact that I don’t know much about them, shows that they are not advertising 
their services enough. I think they should attract students with interesting things so 
that they attract students to attend their programmes” [Part_2_L54] 
Most participants identified students in their first year of undergraduate study at the university as 
being most vulnerable to unsafe sexual practices. They recommended that IOHA should target this 
particular group of students. Mphil and Mphil (2014) contend that many undergraduate students at 
university find themselves residing away from their parental home and this can have a deleterious 
effect on their decision-making. They further argue that such isolation could become challenging to 
a young adult whom society appears to have branded as displaying risky sexual behaviour (Mphil 
& Mphil, 2014). In this context, IOHA should focus more on reaching out to all students, especially 
those in their first year. 
Such publicity and marketing campaigns will further assist students to know the importance and 
benefits of sexual health. In addition, as one participant requested, separate male and female safe 
sex forums should be set up to facilitate open discussion amongst same-sex students on their 
challenges in accessing sexual services on campus. Tolman (2012) argues that awareness of safe 
sex should enable women to be comfortable when expressing their sexual feelings and discourage 
feelings of shame. Similarly, suggestions from participants about making sexual health a 
compulsory module at university may assist in empowering and informing students on safe sex 
practices and services. From the data obtained, it may be concluded that participants were of the 
view that the services of IOHA were poorly marketed as participants were largely unaware of how 
to access such services.  
4.3.2 Culturally prescribed scripts which influence behaviour 
Culturally prescribed scripts provide cultural guidelines on various aspects of sexual behaviour 
(Wiederman, 2015). These scripts include appropriate objects of sexual desire and appropriate 
relationships in terms of sexual interactions. These scripts could facilitate the interpretation of other 
intentions, feelings and interactions (Wiederman, 2015). These notions expressed by Wiederman 
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(2015) informed some of interview questions insofar as they were used to prompt participants’ views 
on the role of culture, religion and peers on masturbation. 
“I think our culture stigmatises masturbation a lot. Culture tends to spread negative 
things about masturbation and some of these things are not even proved. For example, 
some people say masturbation makes you blind or makes you lose your hair. I can say 
that culture has a negative perception about masturbating. In our society masturbation 
is viewed as a taboo and people talk about it negatively” [Part_2_L32] 
Participants were required to provide their views on the influence of peers, religion or other factors 
that come into play relating to masturbation as a safe sex practice. Graham (2017) contends that 
people are influenced by cultural scripts that control sexual behaviour. This view was supported by 
the participants particularly as they indicated that culture could influence masturbation in both 
positive and negative ways.  
4.3.3 Marriage versus masturbation 
Cultural scripts appear to view masturbation as compensation for a missing sex partner. Thus 
masturbation is viewed as an act conducted in privacy, if not secrecy. Such secrecy appears to be 
unofficially regulated and negatively labelled by society as a taboo (Bogaert, 2015).  
“Culture sees masturbation as an evil thing to do. Culture views people who practice 
masturbation as people who are driven with bad spirits to perform such an act. From 
a women’s perspective, I would say that there is more negativity regarding 
masturbation practice. Cultures judge women who perform masturbation more than 
men.” [Part_4_L 35] 
 
“Culture is always against masturbation because it recommends people to have sex 
when they are married and to have sex with opposite-sex partner. Because of this 
cultural stereotype, very few people can come out and say they masturbate. So, in 
culture, masturbation is seen as a wrong thing to practice” [Part_6_L39] 
 
“People are recommended to marry so that they can get sex partners. This is where 
culture always views masturbation as a wrong thing to practice. Culture does not see 
the reason why people should indulge in masturbation when they want to have sex 




“Some cultures are against masturbation because they think that it promotes young 
people to indulge in sex activities before they are married; for example, girls. Some 
people think that people who practice masturbation are not functioning well mentally” 
[Part_1_L32]. 
Cultural norms pertaining to masturbation appear to have been passed down over generations, and 
subsequently appear to have a strong impact on people’s lives. However, a study by DeMaria, 
Hollub and Herbenick (2011) provides evidence suggesting that masturbation results in better 
overall sexual functioning and should, therefore, be viewed as productive and healthy sexual 
behaviour. Participants largely indicated that speaking to peers about masturbation influenced their  
cultural norms. Bowman (2014) notes that peer discussions influenced the way people talked about 
and accepted masturbation as a safe sex practice. Part_1 described how this influenced him to 
masturbate: 
“I have a friend who talked about masturbation in a way that I ended up being tempted 
to try it and now I always do it” [Part_5_L45] 
“I remember we used to have talks with my friends where we used to advise each other. 
If someone does not last during sexual intercourse with his girlfriend, we used to 
advise that particular person to masturbate first before having sex” [Part_1_L36]. 
These statements demonstrate the role of peer influence in masturbation to support a safe sex 
practice. These statements further demonstrate that peers also influence each other to masturbate for 
sexual pleasure and as a means of prevention of sexual infections. Thus, masturbation promotes 
self-pleasure without sexual penetration. It, therefore, lessens risks of sexual practices. Bowman 
(2014) argued that masturbation indirectly prevents the spreading of sexually transmitted infections 
that would have led to contracting HIV/AIDS and STIs or getting such diseases from one’s partner. 
The impact of cultural and religious practices that resulted in feelings of guilt and shame was another 
aspect that was discovered in the data. 
“Religion perceives masturbation as a sin because it is mostly practised with young 
people who are not yet married. The fact that religion encourages sex after marriage 
leaves musturbation to be labelled as a sin since masturbation is a self-sex act” 
[Part_7_L33]. 
 
“Religion is always against masturbation, especially in terms of Christianity because 
they view it as a sin. Religion believes that sex before marriage is a sin” [Part_1_L34] . 
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Fah and Frank (2013) maintain that religious movements such as churches view masturbation 
negatively, which appears to discourage the practice. Yet masturbation is used for self-pleasure and 
healthy sexual development (Fah & Frank, 2013). Fah and Frank (2013) contend that masturbation 
is also a substitute for risky sexual activities in that it may reduce the spread of sexually transmitted 
infections from one partner to another.  
4.4 Script formulation and its influence on sexual practices. 
Script theory holds that safe sex practices support responsible behaviour and resisting sexual 
intercourse, abstaining or using sexual protection (Kirby, Laris and Rolleri, 2007). In this context, 
the interview schedule asked their reasons for being part of the voluntary sample and their 
knowledge of safe sex, safe sex services and activities.  
Participants expressed excitement at being able to contribute to the empowerment of others on safe 
sex knowledge. 
“I feel like there is a lot of sexual diseases in South Africa. So, participating in this 
study will give me a chance to state my ideas on what can be done to address such 
issues surrounding safe sex and risk sexual behaviour” [Part_1_ L6] 
 
“My desire to be a participant, I think, centres mostly on those aspects because our 
generation especially my age group are suffering from HIV/AIDS and STIs because 
people usually practice sex that is not safe” [Part_6_ L7]  
The willingness of participants to share information on safe sex practice was indicative of concerns 
to reduce the spread of HIV/AIDS and STIs. This implies that campaigns to increase knowledge 
about HIV/AIDS and STIs should also include prevention behaviour (MacPhail & Campbell, 2011). 
Participants also indicated their willingness to participate in the study to highlight that it was 
necessary to move away from the secrecy surrounding safe sex due to its sensitivity. For example, 
one participant demonstrated their awareness of safe sex as an issue. 
“I am interested in this topic because it is a sensitive issue that people are not 
comfortable to talk about.” [Part 8_L7] 
 
“I can say that I am interested in this study where people do not really talk about 
it. They take it as a secretive issue. Yet in my own opinion, I think it’s a public 
issue because people don’t talk about safe sex while people are still healthy and 
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they want to talk about it after people get infected by HIV/AIDS, which does not 
make sense to me” [Part_5_ L6].  
Part_5’s statement reflects a preference for prevention and promoting the practice of safe sex to 
prevent sexual infections (DeMaria et al., 2011). Such arguments are also supported by Shisana et 
al. (2014) who contend that if there is increased openness in communities to discuss safe sex and 
condoms among young adults, there would be a resultant change in behaviour. 
From the data obtained, most of the participants indicated that they had encountered or used male 
condoms more than once, with some indicating a preference for male condoms. 
“Male condoms for me are best to use for safe sex, although both male and female 
protect from sexual diseases such as HIV/AIDS. At the same time, condoms 
protect females from unwanted pregnancies” [Part_7_L14]  
 
“I think the male condom is a good tool to use when having sex because it protects 
both partners from getting sexual diseases, although most people do not use 
them” [Part_4_L12]. 
Mphil and Mphil (2014) argue that HIV/AIDS statistics in South Africa continue to rise regardless 
of the use of condom as a safe sex method. This shows that research and intervention programmes 
have not done enough to raise awareness of safe sex practices against HIV and STI infections. 
When participants were asked if they knew any safe sex activities other than the male and female 
condom, five participants mentioned abstinence as the most appropriate safe sex practice that can 
be used to prevent contracting sexually transmitted infections. 
“Abstinence from the teachings of our parents is the best safe sex method because 
you are not indulging in any sexual activities. So, they are no risk to encounter 
because you are free from any sexually transmitted disease.” [Part_5_L 55] 
 
“I can say although it is difficult to abstain from sex. Abstinence is the best safe 
sex practice because one doesn’t have to worry about being infected with sexual 
diseases and falling pregnant.” [Part_3_L29] 
 
“To me abstinence is the best safe sex activity because it helps you to avoid a lot 
of problems like getting infected with HIV and other sexually transmitted diseases 




“To me not having sex at all which we call abstinence is the best safe sex practice 
because it prevents you from contracting any sexual infection and worrying about 
making use of protection.” [Part_4_L45] 
IN a study of the safe sex practices of young people in Zimbabwe, Chingandu (2007) found a 
preference for condom use and abstinence. On the other hand, Gilbert (2010) argues that abstinence 
is a prevention strategy which entails delaying sexual initiation for those who have never had sex 
before as well as prolonged periods without sexual activity amongst those who have previously been 
sexually active. Participants in this study had knowledge of abstinence as a safe sex practice against 
STIs, explaining that abstinence was taught by parents to students from a young age. Gilbert (2010) 
maintains that in institutions where the probability of sexual infection is high, practising abstinence 
as safe sex reduces rates of STIs. 
4.5 Intervention programmes are necessary to mitigate risky 
behaviour 
For this theme, the data revealed that students were aware of the risk factors but blamed the 
University for not providing sufficient awareness of safe sex practices. Ojo, Verbeek, Rasanen, 
Heikkinen, Isotalo, Mngoma and Routsalainen (2012) observes that in South Africa, there is wide 
consensus about the main channels through which young people can be reached with preventative 
interventions, which are not limited to universities, schools, health services or social media. Ojo et 
al (2012) identifies communities and outreach programmes that focus mainly on young people who 
are most at risk of sexually transmitted infection. 
“One thing that I know, is that programmes that are offered on campus only 
encourages condom use, especially the male condom. They even teach us how to 
use the male condom correctly and they provide male condoms in most toilets. To 
tell the truth, there is little being said about female condoms, I just know them 
because they are advertised on television. The programmes offered on campus do 
not talk about any other safe sex activities other than the condom that I have 
mentioned before.” [Part_1_L50] 
 
“Students need to be educated on all methods of safe sex so that they can have a 
choice of safe sex activity that suits them. As for now the awareness of safe sex 




“I don’t have another safe sex activity that I can think of. I think I only know the 
male and the female condom as the only safe sex method that people can use.” 
[Part_2_L46]  
To mitigate risks and other factors, Ojo et al (2012) recommend the need for an intensive campaign 
against the spread of HIV/AID and STIs. Such campaigns should focus on health education before 
the onset of high-risk behaviour.  
4.5.1 Awareness of safe sex practices 
Gilbert (2010) claims that knowledge of HIV and safe sex practices is the main factor responsible 
for the prevention and control of STIs. In the current study, it emerged that there was limited 
awareness of safe sex practices. The onus fell on organisations such as IOHA to improve its 
intervention strategies to inform students and increase awareness on safe sex practices.  
“IOHA can have access to each and every student using their student numbers. 
They can reach students to advocate their services through emails because every 
student at UJ have got UJ email address.” [(Part_1_L66] 
“I think they should continue with awareness programmes like condom 
demonstration, condom use, condom distribution. They should continue to 
advocate for safe sex through the internet, television, newspapers, health care and 
putting posters around campus. We have the media that provides us with a lot of 
programmes on safe sex practices. Actually, I think media plays an important role 
in educating young people about the disadvantages of not practising safe sex so 
IOHA should encourage students to learn more of safe sex practice through social 
media.” [Part_3_ L31] 
“I think they should be many organisations that talk about the awareness of safe 
sex practices at the university. There should be more posters about awareness of 
safe sex practices on the campus clinics, library, lab and student centres as these 
are places where students visit frequently on campus.” [Part_4_L57] 
Participants had differing suggestions on how safe sex could be made more accessible. Most 
suggested that awareness of safe sex practices should be promoted through social media and posters 
around campus.  
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“The little knowledge that I have regarding other safe sex methods is from the 
social media and friends. I have never seen students getting information on 
abstinence or oral sex from the campus clinic or from the few posters that are 
sometimes put on campus.” [Part_7_L53]  
Thus, social media can be an effective and powerful channel for reaching young people on 
awareness of safe sex practices as most young people make use of social media daily. Baldwin and 
Lewis (2012) signal that since social media is popular and frequently used by many people in the 
country, there is great potential for it to be an effective way of making people aware of safe sex 
practices.  
4.5.2 Availability and accessibility of female condoms 
Readily available and accessible methods of safe sex are considered to be one of the strategies that 
can reduce the transmission of sexual infection (Blignaut et al., 2014). In this study, participants 
conveyed that most females were prepared to make use of a female condom as a preventative 
measure. The use of a female condom was welcomed by most women as this method gives dual 
protection, both against STIs and HIV and against unwanted pregnancy (Gallo, Kilbourne-Brook & 
Coffey, 2012).  
“As for me I have knowledge about female condom and I always use them because 
female condoms do not only prevent us from sexual diseases but also from 
unwanted pregnancies. The only problem is that free female condoms are limited 
on campus. I have seen like they don’t put enough female condom in public 
places.” (Part_4) L-16. 
Most participants had heard of female condoms and their role in preventing the transmission of 
sexual infections. Two participants indicated that female condoms were also necessary to prevent 
unwanted pregnancies. One participant has used female condoms as a safe sex practice and two 
participants have seen female condoms but had never used them. However, five participants 
reported that they have never seen a female condom although they had heard about it.  
“I have never seen a female condom before, so I don’t know what it looks like, but 
I have heard about them.” [Part_7_L22].  
This suggests that the female condom is not a popular choice among students as a safe sex practice. 
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“Most of the time I always make sure that I go the campus toilets very early in the 
morning so that I will be one of the first students to get female condom before they 
finish because they are not enough. This other day I asked for female condoms at 
the university clinic and they told me that they were out of stock.” [Part_3_L21] 
 
“I have never seen a female condom in my life. Actually, I just see male condoms 
in the library toilets. I just wonder where they put female condoms since most of 
the toilets in the library are neutral toilets, but I only see male condom 
sometimes.” [Part_6_L31] 
Participants were concerned as to the limited availability of female condoms for students on campus. 
This issue of unequal distribution is confirmed by Beksinska (2013) who found that the distribution 
of male condoms was higher compared to female condoms.  
4.5.3 Power and control as prevention measures 
This theme focused on issues of power and gender equality. Under this theme, participants 
highlighted the importance of individual power and control as a prevention measure. Barriers to 
prevention and practising safe sex were raised.  
“In a way you as a woman can take initiative. For instance, if a male says he does 
not want to use a condom, you may say ‘ok, since you don’t want to use them, I 
have my own so let us use mine’. So, condoms are good in that way because they 
also give woman a say during sexual intercourse on what happens. Women can 
also offer to make use of a female condom during sex.” [Part_8_L36] 
 
“Woman should make sure that they have power and the right to check that the 
male condom is correctly inserted and sealed when they are using male condoms 
with their partners. It is women’s responsibility also to make sure that they 
practice safe sex with their male partners.” [Part_4_L26] 
 
“If the man is not willing to make use of a condom, the woman can just use female 





“I also would suggest that females should make sure that their male partners are 
wearing condoms correctly during sex to avoid being cheated which can be risky 
for them.” [Part_7_L24] 
 
“I just know that people can protect themselves from these sexual diseases by 
using condoms. To be honest with you if don’t know other safe sex activities that 
are used, rather just use a [male]condom.” [Part_8_L54] 
Schick, Calabrese, Rima and Zucker (2010) argue that failure to practise safe sex may be due to 
gender inequality of women, particularly when negotiating condom use, and partner violence. Most 
participants suggested women should have power and control regarding the choice of safe sex 
practice. According to Mphil and Mphil (2014), women have the right and power to choose the best 
safe sex methods that they feel comfortable with as a preventative measure against sexually 
transmitted diseases. From the data gathered in this study, it would appear that female students were 
aware of power and self-control factors as preventative measures. 
4.5.4 Peer and external influences  
Under this theme, participants highlighted issues of peer and other influences about practising safe 
sex, attitudes about practising safe sex, gender barriers and cultural and contextual realities. Ojo et 
al (2012) defines external influence as outside factors that exert an effect on an individual which 
induces a change in that particular person’s behaviour, attitudes, opinions, goals, values or needs. 
In this study, participants indicated how external influences affected their perceptions of safe sex 
services and activities. These influences included peer, parental and environmental  pressures. For 
example, one participant indicated that parental influence also played a role in promoting safe sex 
services. 
“From the teachings I got from my parents, I now know that abstinence is the best 
safe sex practice.” [Part_5_L55] 
Osorio, Burgo, Carlos and Irala (2015) convey that positive parental influences can buffer young 
people against the influence of negative peer norms that could lead to risky sexual behaviour, 
including delaying early sexual intercourse. Thus, parental influence plays a positive role in 
practising safe sex.  
Participants indicated how peer influence affected the decision and choice of safe sex practice.  
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“Most of the time friends are the ones with who we share values and spend most 
of the time with. Because we always want to fit and to be recognized by our 
friends, we tend to do what our friends do or say. Like my friends used to say ‘sex 
is not enjoyable when using a condom’ and I also felt like I was not enjoying sex 
with a condom.” [Part_2_L36]  
 
“I remember I used to have talks with my friends. We used to advise each other 
on how to last during sexual intercourse. This included masturbation before 
having sexual intercourse and also removing a condom when you are about to 
ejaculate.” [Part_1_L36] 
The above narratives demonstrate the influence of peers in relation to potentially risky behaviour. 
MacPhail and Campbell (2011) note that friends who perceive their peers as practising risky sexual 
behaviour were more likely to adopt those same sexual behaviours.  
Participants ‘exposure to social media was also found to have a significant effect on risky sexual 
behaviour. 
4.6 Conclusion 
This chapter provided an overview of the research findings as presented by the participants . The 
data obtained was analysed by identifying a number of themes that emerged from the participants’ 
responses. Participants indicated differing reasons for practising safe sex and their knowledge of 
safe sex activities and services at the University of Johannesburg.  
The following chapter presents the summary, conclusions and recommendations based on the 
findings of this study. 
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Chapter 5: Conclusions and Recommendations 
5.1 Introduction 
This study focused on UJ postgraduate students’ perceptions and awareness of safe sex practices 
and services. In their narratives, postgraduate students gave their perceptions of male and female 
condoms, other safe sex activities, safe sex services and perceptions and awareness of UJ IOHA’s 
services and programmes. This chapter presents the summary and conclusions of the study and puts 
forward recommendations. Lastly, an evaluation is presented of whether the aim and objectives of 
the study were met. 
5.2 Achieving the aim and objectives 
The next section explains how the aim and objecives of this study was achieved.  
5.2.1 Achieving the aim 
The aim of this research was to explore and describe the University of Johannesburg postgraduate 
students’ perceptions and awareness of safe sex practices and services.  
This study comprehensively examined the students’ views regarding safe sex practices and services. 
Although students had different viewpoints on types of safe sex practices, their perceptions on safe 
sex services revealed that these services were limited on campus. As a result, the aim of this study 
was achieved insofar as the researcher succeeded in obtaining extensive information on the students’ 
safe sex knowledge. 
5.2.2 Achieving the objectives  
The following section provides a summary of the findings in terms of students’ perceptions and 
awareness of safe sex practices and services. 
▪ Objective 1 
To explore and describe UJ postgraduate students’ perceptions and awareness of the use of male 
and female condoms as safe sex practices. 
 
The participants reported that they were aware of male condoms and had all used male condoms as 
a safe sex practice. Most participants shared sufficient and similar information on their perceptions 
of male condoms and highlighted that male condom was used to protect both partners against HIV 
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and STIs during sexual intercourse. It was interesting to note that most participants were familiar 
with male condoms and felt comfortable using this form of prevention. For example, one participant 
mentioned that male condoms were the best method to use for safe sex because they protected him 
from sexual infection. The other participant explained how male condoms protected both partners 
during sex. Overall, most of the students could provide adequate information on the use of male 
condoms as a safe sex method. 
 
It was clear from the participants’ responses that male condoms were always available and were 
readily accessible from the public toilets on campus. In addition to this, students mentioned that 
there was considerable awareness of male condom use promoted by the university clinic. Several 
students were aware and had attended IOHA programmes on the use of a male condom. However, 
most of the participants reported that they were not aware of the existence of such programmes 
which educated them on the correct and consistent use of male condoms. Other participants obtained 
information from the media, social networks, television, parents and peers.  
 
The participants provided different views regarding female condoms as a safe sex practice. While 
some participants mentioned that they had heard about female condoms, most of them had never 
seen a female condom. Two participants mentioned that they did not consider female condoms as 
important as male condoms. They believed that female condoms should only be used as a substitute 
for a male condom. However, other participants stated that female condoms were equally important 
as male condoms as they served the same purpose of protecting them against STIs and unwanted 
pregnancy. Participants conveyed that there was a limited distribution of female condoms in campus 
toilets and at the university clinic compared to male condoms. 
 
Some participants strongly believed that female condoms gave female students power and control 
over sex. This is supported by Grose (2016), who notes that female condoms give women rights and 
power in making positive decisions regarding their sexual life. In this context , female students were 
seen to have equal responsibility for protecting themselves and their partners against spreading of 
HIV and STIs. Only one participant was against the use of a female condom since she believed that 
it made female students valueless and shameful as it made them look like they always wanted to 
negotiate around sex.  
 
Several suggestions regarding female condoms were made by participants, notably, that female 
condoms should be made to look more attractive. Some participants suggested that students should 
be educated more intensively on the use of the female condom to allay any fears in using this 
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method. Most students stated that female condoms were not well advertised on campus compared 
to male condoms which meant that they were underutilised. The participants also suggested that 
female condoms should be consistently available and accessible on campus. Lastly, most students 
suggested that female students should be educated on gender inequalities so that they could 
empower themselves. This would allow them to make better choices regarding what they want in 
terms of sex. 
 
Suggestions on both male and female condoms from participants included that all students should 
be taught about the importance of using condoms as a proactive measure against STIs. Additionally, 
students requested intensive awareness programmes that would educate them on the correct use of 
condoms. Some participants mentioned that both partners should be responsible for making sure 
that they protected themselves during sexual intercourse. Thus students would understand the 
correct use of both male and female condoms and they could also ensure that their partners used 
them correctly. 
 
▪ Objective 2 
To explore and describe UJ postgraduate students’ perceptions and awareness of other safe sex 
practices. 
 
Although the participants’ knowledge of other safe sex practices was limited, most were mentioned 
masturbation, abstinence, sex toys and porn sex as other safe sex alternatives to condoms. All 
participants knew what masturbation was, however, they had different views of masturbation as a 
safe sex practice.  
 
Most participants had a positive view of masturbation and they all believed that it assisted in 
avoiding the risk of being infected with STIs. Only two participants had negative perceptions of 
masturbation and believed it was a ‘sin’ to masturbate. 
 
Although participants mentioned abstinence, most considered that this should not be seen as a 
normal act as people needed to relieve their sexual desire. Most participants believed that abstinence 
could not be seen as a long-term solution to reduce the spread of STIs.  
 
While both male and female participants were aware of sex toys and porn sex, they shared different 
perceptions on these two safe sex activities. Some believed that sex toys were used to enhance sexual 
responsiveness and sexual pleasure. Others considered that sex toys and porn sex increased sexual 
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desire and arousal. These beliefs suggest that not all students were aware that these two sexual 
activities could be used as a form of safe sex.  
 
This section highlighted the different perceptions of students on alternative safe sex practices. It 
can, therefore, be concluded that most participants were aware of other safe sex methods which 
could be used to avoid STIs. However, their knowledge was limited to the notion that these activities 
offered sexual pleasure only. 
 
▪ Objective 3 
To explore and describe UJ postgraduate students’ perceptions and awareness of IOHA’s safe sex 
services and programmes. 
  
Feedback from the participants revealed that most did not know about the services and programmes 
offered by IOHA on campus. Out of eight participants, only one was aware of what the acronym 
IOHA stood for. The rest of the participants had heard the term, IOHA, but had no idea as to the 
meaning of this acronym. These negative responses from the participants highlight the need for 
intensive awareness campaigns about IOHA. This finding also serves as a negative indicator of the 
effectiveness of IOHA -services and programmes. 
 
Only one participant mentioned that she had once attended an IOHA programme; she conveyed that 
the programme was very useful as it provided information on safe sex practices, especially the 
correct use of a condom. However, the other participants mentioned that there was limited awareness 
of IOHA’s services and programmes. This shows that there is a general lack of awareness among 
the student body as to IOHA. This is contrary to its mission as an institutional office tasked with 
raising awareness of safe sex practices and services. It is important to note that some participants, 
notably Velinkosi, were convinced that there are no such programmes offered on campus. This is a 
clear indication that awareness of safe sex practices is limited at the university institutions, hence 
the increase of HIV and STIs. 
 
▪ Objective 4 
To contribute to knowledge on safe sex services and programmes offered by IOHA. 
 
The participants had limited knowledge of the safe sex services and programmes offered on campus 
by IOHA. Most participants’ knowledge of safe sex was derived from the media, peers, newspapers, 
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books and parents. Only two participants mentioned that they had sought safe sex education from 
IOHA programmes. The participants’ views further revealed that even though they had limited 
knowledge of safe sex practices and services from IOHA, they continued to practise unsafe sex. 
 
The objective of contributing to knowledge on safe sex services offered by IOHA was not achieved 
as most students were unaware that there was an institutional office for HIV/AIDS that provided 
information on safe sex practices and services. This objective, therefore, could not be achieved as 
most participants were unable to support their answers to this question. This was because they had 
limited knowledge of what IOHA offered on campus. 
 
5.3 Conclusions  
Unsafe sex is a universal problem with the potential to affect all sexually active individuals. Students 
are a particularly vulnerable group and thus, universities have an important role to play in devising 
effective strategies to raise students’ awareness of safe sex practices and safe sex services offered 
on campus. This would assist students to consistently practise safe sex, thereby reducing the spread 
of sexually transmitted infections. 
5.3.1 Conclusions from the research findings 
The findings of this study revealed that the majority of the students’ perceptions of safe sex were 
limited to the use of a male condom. Most students believed that masturbation was a form of sexual 
pleasure rather than a safe sex practice. It was concerning to note that some participants found 
masturbation to be a ‘sinful’ practice. Although participants mentioned that abstinence was the most 
effective safe sex practice, they indicated that unrealistic to practice abstinence long-term.   
5.3.2 Conclusions from the literature review  
The literature review explored safe sex services and practices by examining the arguments presented 
by different authors. Research has shown that most countries have been providing safe sex services 
in the form of programmes, policies and strategies which have proven to be effective, leading to a 
reduction in AIDS-related deaths. In terms of safe sex practices, research indicates that although 
concerted efforts have been made in terms of encouraging youth to practice safe sex, most continue 
to practise risky sexual behaviour. The most common safe sex method advocated has been the use 
of a male condom. Some studies point out that the female condom is promoted less than the male 
condom. It was also evident that although most students were familiar with condom usage, most 
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failed to use them consistently. Lastly, the literature revealed that most students were unaware that 
sex activities such as masturbation, abstinence and porn sex could be used as a form of safe sex. 
Consequently, this has led to an increase of sexually transmitted infections, primarily in Southern 
African countries.  
5.4 Limitations of the study 
According to Roller and Lavrakas (2015), each study has shortcomings in terms of gathering and 
interpreting data. These need to be acknowledged in order to present a scientifically acceptable 
study. The following limitations have thus been identified in this study: 
▪ The participants of the study were all from one campus at the University of Johannesburg. 
Therefore, their experiences may have been different to those of students from other 
campuses of the same university. 
▪ The study is based on the narratives of a small sample of the population, namely eight 
participants. Therefore, the findings cannot be generalised to the broader population.  
5.5 Recommendations 
The participants made several recommendations as to how IOHA could improve its safe sex services 
and programmes. 
5.5.1 Recommendations regarding the research findings 
Based on the findings of the study, the following recommendations are made: 
▪ The South African government should make awareness of safe sex practices and services 
compulsory − not only at tertiary institutions but also in primary and secondary schools. 
▪ Universities should periodically organise workshops and programmes to educate students 
and staff members about the importance of safe sex. 
▪ IOHA should increase awareness of its existence through services and programmes in order 
to reach each and every student on campus. 
▪ IOHA should ensure that there is an equal distribution of male and female condoms and 
provision of safe sex services to all students.  
▪ Parents and guardians should adequately prepare their children by making them aware of the 
risks of practising unsafe sex and educating them on safe sex practices. 
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5.5.2 Recommendations regarding the research process and future research 
Although current research has revealed that condoms remain the single most effective means of 
reducing STI and HIV infections, more research is required on all safe sex practices. These include 
abstinence, masturbation, sex toys and porn sex so as to cater for different sexual orientations. 
Although safer sex messages have reached most students, they need to be intensified if a positive 
sexual behavioural change is to be achieved. To ensure this, policies and interventions must address 
barriers to safe sex practices, the lack of safe sex awareness, negative perceptions of safe sex 
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Annexure 2: Pilot study questions 
 




1. What do you know about UJ IOHA? 
2. What do you think IOHA stand for / mean?  
3. What is your perception of what IOAH does? 
4. How do you think the IOHA name impact student’s access / use of services?  
5. What kind of IOHA safe sex services / programmes do you know of or have attended / 
used? 
6. How d you think can the IOHA increase / ensure student access to their safe sex 
services/programmes for all diverse students i.e. sex, race, religion, age, sexual 
orientation, disability? 
7. Anything else you like to mention around IOHA or safe sex? 
 
Male condoms:  
 
1. What are your perceptions about male condoms? 
2. What concerns and or suggestions do you have about male condoms?  
3. Anything else you like to mention about male condoms as safe sex? 
 
Female condoms:  
 
1. What are your perceptions about female condoms? 
2. What concerns and or suggestions do you have about female condoms?  




1. What are your perceptions around masturbation? 
2. What role do you think culture, religion, peers or other aspects play in masturbation 
practice? 
3. What do you think are people’s reasons for masturbating?  
4. What are your thoughts about assisted masturbation for people with disabilities that 
cannot masturbate themselves?  
5. Anything else you like to mention about masturbation as safe sex? 
 
Possible other sexual pleasure activities as safe sex: 
 
1. What other sexual activities could you think of or recommend for safe sex?   






Annexure 3: Semi-structured interview schedule 
Sample questions per sub-focus area – 
 
 
Name of Participant: 
Date of interview: 
Venue of interview: 






Today on (date)…………..I am with ………….at ………….(venue) 
 
Can you confirm that you have voluntarily completed the consent form? 
 
Do you have any objection to proceeding with this interview? 
 
Thank you for participating in this study. 
 
5.5.2.1.1.1.1 May you tell me why you are interested in this study? 
 
5.5.2.1.1.1.2 What is your understanding/meaning of safe sex? 
 
3.  Can we start with male condoms? 
     i. What are your perceptions of male condoms? 
     ii. What concerns and or suggestions do you have about male condoms?  
     iii. Anything else you like to mention about male condoms as safe sex? 
 
4.  May we go through to the use of female condoms? 
     i. What are your perceptions of female condoms? 
      ii. What concerns and or suggestions do you have about female condoms?  
      iii. Anything else you like to mention about female condoms as safe sex? 
5.  Masturbation:  
i. What are your perceptions of masturbation? 
ii. What role do you think culture, religion, peers or other aspects play in 
masturbation practice? 
iii. What do you think are people’s reasons for masturbating?  
iv. What are your thoughts about assisted masturbation for people with disabilities 
that cannot masturbate themselves?  




6. What is your perception on other safe sex activities? 
 
i. What other sexual activities could you think of or recommend for safe sex?  
ii. What kind of awareness do you think is needed to promote such activities as 
safe sex? 
iii. Anything else that you want to add on other sexual activities? 
 
7. What do you know about UJ IOHA? 
iv. What do you think IOHA stand for / mean? 
v.  What do you know about IOHA? 
vi. What kind of IOHA safe sex services / programmes do you know of or have 
attended / used? 
vii. How do you think IOHA can increase / ensure student access to their safe sex 
services/programmes for all diverse students i.e. sex, race, religion, age, sexual 
orientation, disability? 
viii. How do you think IOHA can improve the current safe sex programmes? 
 




















Annexure 4: Reflexivity Journal 
12-04-2018 
I meet with my supervisor for the first time at the group meeting. The group research meeting went 
well, I learned a lot from IOHA who explained and demonstrated the use of different safe sex 
practices. The meeting was really, I discovered that my research topic is about safe sex practices 
not HIV as I thought. 
13-04- 2018 
I had a one on one meeting with my supervisor. My supervisor guided me on formulating research 
aim and goals so that I will be able to work on my literature review. She explained different 
researched methods and gave guidance on the writing of the literature review. 
18-04-2018 
I just felt like I was not progressing with my research. I am struggling to get the right information 
from the books and it is taking most of my time. To make matters worse I just learnt from my research 
coordinator that I wrongly did my research introduction. I did not believe her because I thought my 
research topic is about HIV and AIDS and I have talked about it as a social issue. In reflection, I 
just thought of waiting till I see my supervisor hoping that she will agree with me because I cannot 
afford to start the whole introduction assignment again. 
19-04-2018 
I met my supervisor for the third time. I enjoyed the cup of coffee that she gave me. I asked about 
my research topic and she told me that the main idea of the research topic was safe sex activities 
and safe sex services. She explained to me safe sex as a social issue. Everything came to open up 
and I could now understand my research topic. My supervisor helped me to formulate research 
objectives although the formulation took a lot of time, we ended up being able to have five objectives 
that I was supposed to use the guideline as I do my research. One thing that made me happy this 
day was the fact that I was not supposed to the research proposal since the proposal is already done 
due to the fact that our research topic is a group topic. With the guidance of my supervisor, I can 




It has been long since I worked on my topic, I think I am overwhelmed with too many assignments 
that are due. As I worked on my study today, I discovered that there too much literature that has 
been written on safe sex. Although I had I lot to read it really helped me because now I can able to 
see what has been researched a lot. I am still thinking that I should stick on looking at postgraduate 
international students. 
30-05-2018 
Today I read more on what the supervisor advised me to do. I have understood different types of 
research designs and I can now see that I need to make use of the qualitative design because it suits. 
After reading on research designs, I felt like I had enough for the day. My mind was now very tired 
and i feel like i need to rest. 
04-06-2018 
Today I have managed to submit my first draft of the literature review. I feel like I have achieved a 
lot because it was a lot of work to put this chapter 2 together. I know my work is not perfect but I 
am happy that I have produced work that will help my supervisor to see where I am right now with 
research skills. I know this will give her a clear picture of how to help me.  
18-06-2018 
I thinking of the travelling of up and down to UJ for classes. This programme is really draining both 
physically and financially. I really have to work extra hard so that I finish this course. I know most 
of the things are new to me and are difficult to understand but I have been strong and achieve all 
my goals. I know working on this research is draining but I think it will worth it at the end. 
03-07-2018 
I started to look at my corrections of literature review and I can see that I have a lot of corrections 
to do. I have to separate safe sex service and safe sex practices. I could now see that my supervisor 
was telling the truth that there is a lot of literature on safe sex services. I think at first, I understood 
safe sex services in the wrong way. I have managed to get a lot of information on safe sex services 
from international, regionally and locally. There is a lot of work that has also been done in South 
Africa on safe sex services that I have decided to include in my work. Although I was not feeling 
well the whole of last week, I have managed to read a lot on my topic and I have downloaded a lot 
of journals that are required for my topic. My health is far much better this week and I think I have 




Working on the methodology chapter was very exciting because most of that is required on the 
methodology chapter, I had done them during my first degree so it was though I am being reminded 
of what I already know. The only difficult thing was trying to link every expect of the methodology 
headings to the mu research topic. Other than that, I have found writing the methodology chapter 
very easy and first. It made work to become very easy and it really motivated me a lot in my studies 
because I found it not difficult compared to the literature review chapter. 
03-10-2018 
I meet my supervisor for our supervision meeting. Today a learnt a lot about integrating information 
that I get from other authors. I have also learnt a lot about being critique in my thesis, thus trying 
to understand what other people mean and try to put in the way that I understand it. things like 
what, so what, now what helped me a lot especially during doing corrections for my literature 
review. I can now understand each and every writer and try to make reasonable arguments from 
what they say and have researched. I have learnt a lot about how to support my points using 
literature. I think today’ knowledge that I have gained from my supervisor will assist me in my study 
especially with chapter 2 which I have been struggling with a lot. When I went back after the 
meeting, I felt like I can now see myself moving on in a positive way with my research. 
17-02-2019 
I am finding it easy to work on chapter 3. I think this is because I read and understood a lot of 
research methodology concepts when I was doing an assignment on research methodology. I feel 
like I just doing corrections because it is now easy to explain the correct research designs and tools 
that are suitable for my research topic. 
18-03-2019 
Collecting data has not been an easy job. I had problems with setting appointments with 
participants. Most of them were suggesting us to meet on times and places that are difficult for me. 
I managed to find ways to make the meetings possible. Some the clients did not come to meet for the 
interview as they had promised which resulted in me interviewing 3 participants only in this month. 
08-05-2019 
The past months were not that easy because I was collecting data. Most of the participants did not 
want to open up because of the sensitivity of the topic. I tried to make participants comfortable to 
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answer interview questions. It was interesting to learn that some of the students at the campus still 
do not know that they are safe sex services that are offered on the campus. 
15-06-2019 
Right now, I think I have managed to collect enough data for the topic. I can not wait to learn more 
about data analysis. Hope it's not a difficult tactic. I am comfortable enough about these because I 
know after that once I  meet my supervisor. I will get enough knowledge from her that will assist me 
to analyse data correctly. 
16-08-2019 
I am overwhelmed with my schoolwork that sometimes I regret why registered for this masters. I 
feel drained now. God help me I really need the power to carry on. I feel like I am not getting enough 
help and I need to find ways to balance my work soon. 
05-09-2019 
At first understanding data collection was difficult but after my supervisor’s explanation I started 
to understand. It was easy for me because I working with my suoervisor and I coukd ask questions 
fro more clarification. My supervisor helped on hoew to formulate themes and sub-themes. The 
research supervision of today was very long it took almost four hours.  I woundered if I will be able 
to work on data collection alone without complications.  
Working data collection was like a game. Even my son asked if I am making art as I was pinning 
papers on the ways trying to put themes together. It's not an easy job because I kept redoing trying 
to put some themes together. Finally managed to come up with 6 themes and I feel I have made a 
great success though it took me more two weeks to formulate these themes. 
02-10-2019 
I  feel like I really need to push my research work since I feel like I am behind. I got stressed a bit 
today after I talked classmate and she told me that she had already finished working on her last 
chapter. I feel like I will not be able to finish. I think I need to work extra hard from today.   
23-11-2012 
As I am seeing progress in my work since I have managed to finish working on chapter 4 corrections 
and with chapter 5 almost finished I feel like I will able submit my dissertation before my extended 
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time. My day ended in a very bad way after received an email that made my world to stop. I am 
really devasted and I don’t know what to do. 
25-11-2019 
I feel better today after talking to my supervisor. At least she made me realised that my mistake 
should not make lose everything that I have worked for the past two years. I need now to build back 












Annexure 5: Transcript and analysis example 
Example of Transcript of interview with Participant  
Name of Participant: Participant 2  
Date of interview: 21 May 2018  
Venue of interview: APK campus D les   
Time of interview: 11 am 
Participant code: 2 
Gender: Female 
Age: 25 years 
Interviewers name: Mutsai Ndlovu 
   
Line# Person Discussion Coding 1 
1 Interviewer Can confirm that you have voluntarily completed the 
consent form? 
 
2 Participant  Yes, I can say that this interview is voluntarily  
3 Interviewer Thank very much  
4 Interviewer  Do you have any objection to proceeding with this 
interview? 
 
5 Participant  No, I don’t have. I can continue  
6 Interviewer  Thank you for participating in this study. May you 
tell me why you are interested in this study? 
 
7 Participant  Aaaah, because I can say that it’s a sensitive issue 
that people shy away from talking about so this is 





8 Interviewer Have you heard other people having difficulties in 
talking about this issue your friends, or relatives? 
 
9 Participant  Yes, I have especially family members so that is why 
I am interested in it. 
Positive 
attitude 
10 Interviewer  What is your understanding of safe sex?  
11 Participant  For me it’s being safe and being responsible during 
sexual intercourse that will be safe sex for me. Just 
looking out for yourself and being conscious. 
Safe sex 
practice 
12 Interviewer Being conscious on what?  
13 Participant  On sexual intercourse that is when you are having 
sexual intercourse with your partner, or if you have 
other partners, that’s safe sex for me or taking care 
of yourself and your other partner. 
Safe sex 
awareness 
14 Interviewer  Ok! Alright, thank you  
15 Interviewer  Can we start by looking at male condoms as safe sex 
method? What are your perceptions on male 
condoms? 
 
16 Participant  I think it’s okay to have them because it has been 
norm, they have always been there, that’s we have 
been taught from growing up. So, male condoms are 
okay, and we are used to that they are there, and they 











18 Participant  They protect from getting STI, diseases and even 
pregnancy. 
STI 
19 Interviewer  What are your concerns or your suggestions that you 
have about male condoms? 
 
20 Participant  I can say that they are not hundred percent safe 
because they break. I think they should be a solution 
in making them stronger, maybe 






21 Interviewer  Still on male condoms. Do you have anything else 
that you like to mention on male condoms as safe 
sex method? 
 
22 Participant  Mmmm not really, that is what I know for now about 
the male condom. 
 
23 Interviewer  Have you ever heard about female condom?  
24  I don’t know much about them, but I have little 
insight, even though I am a female I have little 





25 Interviewer  Have you ever seen them?  
26 Participant  Yes, I have seen a pack of them, but never opened or 
even be brave enough to open it, I just shy away. 
 
27 Interviewer  What are your perceptions on female condoms?  
28 Participant  That’s the thing that makes me not to open them, I 
feel like how can this be? Because as a norm male 
are supposed to be the ones use condoms. We are 
used to male condoms, so now having female 






condom people are going to say you are sexual. So, 
perceptions on them is like it’s not normal, though 
its ok but it’s not normal for me because we are not 
used to them. We are just being introduced them like 
now as they are teaching in clinics for us to use them. 











29 Interviewer  If you can correct me, what you are saying is your 
own perception is that its good if condoms are used 
by males as male condoms rather than females using 
female condoms? 
 
30 Participant  I am even contradicting myself; I think it’s for 
females to use them but then the thing is we will 
always females shy away in using female condoms 
because of how the society perceive us. In a way for 
me I also have that mentality of how people are 
going to look at me and what they are going to say 
about me. Though I think it’s a good initiative to 
have them but for I just think of how people will 
think of me if I use them makes me nervous to even 







scared to be 
judged 
 
31  Interviewer  What concerns or suggestions do you have about 
female condoms? 
 
32  Participant  My concern is that aren’t they can harm an 
individual? I am just afraid what happens when you 




hurts you? So, all these questions make me 
uncomfortable to use them, so I have ever tried to 
use one. My concern is that are they going to harm 
me or will be able to walk properly while having it 
or act normal without any irritations or sensitivity 





33 Interviewer  Have ever asked friends who used them?  
34 Participant  I have! But fun enough I have never heard someone 
say they are using them. Maybe that’s what is 
driving me not interested to try because I have never 




35 Interviewer  Anything else you can mention about these female 
condoms as safe sex method? 
 
36 Participant  For my point I can say they are safe for females 
because they are selfish guys out there, so as a 
woman you can protect yourself. Yaah, they are 
good in a way so that you as a woman again you can 
take initiative, like if a male says he does not want 
to use a condom. You will be like ok since you don’t 
want to use them, I have my own so let us use mine. 
So, condoms are good in that way because they also 
give woman a say during sexual intercourse on what 







37 Interviewer  Now can we talk about masturbation as another safe 
sex method. What are perceptions on masturbation? 
 
38 Participant   I would say for me its amoral! It’s immoral, how 
can you do that to yourself? That’s my take. I don’t 






39 Interviewer  Can explain to me what you understand by 
masturbation? 
 
40 Participant  For its like giving yourself sexual pleasure on your 
own. Giving it to yourself, but iiiiii I still don’t get it 
even the excitement on its own, I don’t get how 
people find it 
Awareness of 
masturbation 
41 Interviewer  What role do you think culture, religion, peers or 
other aspects play in masturbation practice? 
 
42 Participant  For me, I can say like what I said in the first place its 
more immoral traditional. In religion they be like it’s 
sound to be an immoral act. Intercourse should be 
between male and female for it to happen traditional, 
I don’t know about Christianity or anything like that. 
So, whenever it happens that an individual has to 
pleasure themselves for me according to what I 
believe traditional its immoral based on religion. 
Religious 
perception 
43 Interviewer  From what you heard from people or read, do you 
think it is possible that people can get sexual 
pleasure through masturbation? 
 
44 Participant  Yaah they do. They do talk. Even by watching 
videos especially guys they say if you have female 
pictures looking at those big breasts, they get 
pleasure for sex. It’s like they are imagining 
themselves with those people, so that how they get 





45 Interviewer  Do you have any other reasons why people practice 
masturbation as a safe sex method? 
 
46 Participant  Others they don’t have girlfriends, others are afraid 
to approach girls or guys, so they just say let me do 
it on my own, how can I not survive I am there. So, 
Awareness of 




as they even buy those other sexual toys. People are 
afraid of engaging with people, so they prefer to do 
it at their own.  
47 Interviewer  What are your thoughts about assisting masturbation 
for people who cannot masturbate themselves? 
 
48 Participant  Noooh nooh, I cannot even think of my friend will 
ask me to do that because they will know I will 
totally disagree. I will be uncomfortable in that 
situation and how can that friend even be able to put 
him or herself in that compromising position for me 
touching her. I don’t think, disabled or not its ok to 
be assisted to masturbate. In my circle of friends, I 
do have male friend who is disabled but he has never 









49 Interviewer Is there anything else that you want to mention about 
masturbation as a safe sex method? 
 
50 Participant  I am still standing on the fact that it’s immoral, I feel 
like it’s disgusting, that’s my take on it. 
Negative 
attitude 
51 Interviewer  What are your perceptions on other safe sex 
activities regardless of these we have talked about 
above? 
 
52 Participant  I think abstinence is good because what you do not 
know does not kill you. If you don’t know what it 
feels to have sex you don’t worry about people’s 
perception because you know nothing. Until he got 
to do it then when you will like I am missing out 
now. So, abstinence is good because you just shy 
away from a lot of things. Abstinence assist us to 








these things of one-night stand. So, its fine to abstain 
because at times most people end up doing things 
that they did not want to do and getting hate in the 






53 Interviewer  Do you have other safe sex methods that you can 
recommend people to use? 
 
54 Participant  Not that I can think of, no I don’t. Limitation on 
other safe sex 
methods 
55 Interviewer  What kind of awareness do you think is needed to 
promote such type of safe sex activities? 
 
56 Participant  What I have seen now is that we have parents and 
they are afraid to talk to us about these things. But 
now we have the media that made it easier because 
we have programmes like Sugar where they are 
talking about sexual things and they are teaching the 
youth about the consequences of being sexual or not. 
So, in a way I think the media plays a huge role in 
teaching lots of us. Even I my parents never taught 
about having sex but while watching those 
programmes you learn a lot about sex.  
 






57 Interviewer  Do you know about IOHA UJ?  
58 Participant  I have never heard about it and I don’t know 




59 Interviewer  So, you don’t know anything about IOHA?  
82 
 
60 Participant  So, if you have never heard IOHA which means all 
these questions I wanted to ask you about IOHA are 
no longer relevant. 
 
61 Interviewer  Is there anything else that you want to contribute to 
this study of safe sex activities? 
 
62  Participant  That’s is far of the knowledge that I had. There 
nothing more I can say. 
 
63 Interviewer  Okay. Thank you very much for participating in this 
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